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PREFACE E

Inducedd abortion is a controversial topic. Its grave moral and ethical connotationss have caused the practice of abortion and the resulting problems to be
ignoredd and silenced for a long time. Gradually, however, researchers, healthservicee providers and policy makers have realised that induced abortion deservess attention because it is an increasingly pressing problem that results in
highh morbidity and mortality in many developing countries, particularly in
Africa.. While working in several African countries, I was moved by the many
accountss of girls and women who died from abortion complications. These
sadd histories were my motivation to begin an applied anthropological study of
thee extent and the context of the problems. This book is the result of that study
andd aspires to fill a gap in current publications on abortion, which are mostly
off a demographic and epidemiological nature. In addition to giving statistics
onn prevalence of and methods used for abortion,, I pay close attention to individuall women's experiences. Women's motivations, decisions, doubts and
practicess in different phases of the experience, from deciding to abort to copingg with possible complications, are situated in their sociocultural, economic,
service-provisionn and political context.
Althoughh this case study of abortion concerns Yoruba women of Nigeria,
thee study has a much wider relevance. First, a study of abortion inevitably
touchess on other fertility regulation practices, including contraception and infertilityy treatment, and is relevant to the topic of sexually transmitted infections
includingg HIV and AIDS. Second, some if not most of the multiple societal influencess on Yoruba women's abortion practices will be similar to other societies.
Last,, the particular data collection methodologies that were developed to persuadee informants to speak about their experiences on such a private subject as
abortion,, almost impossible to study according to many a scholar, may very
welll be applied in other studies.
Itt is my hope that this book contributes to reducing the suffering related to
abortion.. By exposing the magnitude ami the nature of the problems, and by
givingg the women who have aborted a human face and voice instead of merely
presentingg them in figures, I hope health-service providers and policy makers
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willl become more motivated to act on abortion as a priority public health problemm and be guided to apply appropriate interventions.
Theree are numerous persons I owe thanks for enabling me to complete this
book;; those who made the fieldwork in Nigeria possible, and those in the Netherlandss who assisted me with the presentation of the study in this book.
Thee start of the fieldwork was greatly facilitated by my husband at the time,
Badee Oyekan, and my in-laws who brought me into contact with different networkss through which I met assistants and informants. Health-service providers
provedd highly co-operative: The associations of traditional birth attendants of
Lagoss Island and Epe Local Government shared their knowledge and participatedd enthusiastically in seminars. Lagos State Hospital Management Board,
Lagoss Island Local Government and Epe Local Government gave their permissionn to conduct the study in their health facilities and allowed their staff to
participatee as interviewers and in seminars. Without the generous funding of
thee Ford Foundation Nigeria, the study would not have been possible on this
scalee - I particularly thank Akwasi Aidoo and Babatunde Ahonsi. Women's
Healthh and Action Research Centre, Benin City, through their director Friday
Okonofua,, allowed the study to be their satellite project (a condition for the
funding)) and gave advisory and administrative support. Thanks to the funding
II was able to employ the co-researcher Grace Essien who so ably co-ordinated
thee fieldwork activities in Epe Local Government Area, research assistants, interviewers,, facilitators, data entry personnel and a driver. They all showed great
commitmentt and I so much enjoyed working with them: Omowunmi, Mr.
Latifu,, Dolapo, Toyin, Yemisi, Ogo, Kemi, Olga, Mr. Oluwo, Mr. Andoyi, Mrs.
Tawakalitu,, Mrs. Lawal, Adwoa, Mrs. Ekundayo, Ifeoma, Fatima, and Olu. I
especiallyy want to mention the women I worked with almost on a daily basis:
Comfortt Essien, the 'star interviewer', who tirelessly conducted many of the
in-depthh interviews; Bola Bakare (formerly Taiwo), consultant on Yoruba languagee and culture, who gave me valuable insight into the customs and traditionss of Yoruba; Biodun Adamson, research assistant, who guided me through
thee streets of Lagos Island on the way to the clinics of traditional midwives and
whoo painstakingly wrote out answers to qualitative questions on spreadsheets.
II want to thank all the informants who shared their experiences: The
women,, men and youth of the communities of Epe and Lagos who made the
research-teamm feel welcome; the students of Ilupeju Secondary School who participatedd enthusiastically in the 'sexuality education club' as they called it; the
womenn and health-service providers who answered all those questions of interviewers.. I especially want to thank the girls and women who had come with
complicationss of abortion to the hospital for allowing us to interview them. It
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couldd not have been easy for them to share with us what had brought them to
thiss deplorable physical and mental state.
Writingg this book was a challenging experience and took longer than I had
envisaged.. I had greatly underestimated the task, partly due to the 'puzzle' of
howw to do justice to both the qualitative and the quantitative data I had collected.. I am grateful to all the persons who enabled me to finish this sometimes
seeminglyy impossible task. They took time to give me technical and theoretical
advice,, and emotional and practical support. I would not have been able to finishh without the two years and some months' study grant provided by AGIDS
(Amsterdamm Research Institute for Global Issues and Development); I especiallyy want to thank Ton Dietz and Carina Muliée for upgrading it to a full
grantt for the last ten months- During some of the part-time scholarship, I was
extremelyy fortunate to receive additional funding from a private Dutch fund
StichtingStichting Graag Gedaan. NWO (Nederlandse Organisatie voor Wetenschappelijk
OnderzoefyOnderzoefy financed the professional editing and the publication of this book.
II am highly appreciative of the technical and emotional support provided by
Corlienn Varkevisser, my first promotor. She was very critical, always urging me
too further analyse and interpret. At the same time, she always encouraged me;
whenn I felt that I was far from ready, she said I had already gone a long way. She
likedd to make something special out of our work-meetings that were usually
overr a lunch or dinner, which made our relationship become more personal
thann a professor-PhD student relationship normally is. The advice from Sjaak
vann der Geest, my second promotor, was invaluable. I gready benefited from
hiss clear and 'emic' insights into the topic of my study, which were similar to
thosee of his own PhD study in Ghana, some 25 years ago (published under the
pseudonymm of Wolf Bleek). He was very motivating and supportive in an often
'minimal'' way — meaning that with his short and sometimes seemingly casual
commentss he gave important suggestions for changes and improvements. The
'promotionn club' of the medical anthropology unit, of which I am a member,
madee useful comments on some draft chapters, and these co-PhD students gave
mee badly needed mental support. Writing a book is a lonely endeavour, especiallyy after a fieldwork full of social contacts and activities.
II am grateful to Lorraine Ncncel, for suggesting literature on some of the
theoreticall concepts and guiding me in my thinking about the theoretical implicationss of my findings. Janneke Roos, a public health specialist, commented
onn some of the draft chapters. Ankie van der Broek, a public health doctor,
readd through the manuscript and corrected the medical flaws. Zoe Matthews,
lecturerr statistician at Southampton University, checked the tables and gave
advicee on presentation of statistical data. Olwen Pijpers offered me a friend's
servicee by her editing of the draft manuscript. Sera Young did the professional
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editingg of the final manuscript and made many useful small critical comments,
whichh guided me in putting on some of the finishing touches.
Forr the more practical aspects, to be able to write a book and at the same
timee keep a family with two children running, I owe thanks to my mother, Aly,
forr supporting me in any way she could. She gave me more time and peace to
write,, as did my friends Olwen, Monique and Jet and their families, with whom
myy children were always welcome to stay. The lively spirit of my father, Jan,
oftenn assisted me — to keep going. Lastly, I want to thank my wonderful enduringg daughters Tinu and Ire, who, throughout their primary school, started in
Nigeriaa and nearly completed in The Netherlands, do not know their professionall mother as anything else than occupied with her research and her book. I
fondlyy remember them in Nigeria, helping me with preparing stationary for
seminars,, stapling questionnaires and sorting filled questionnaires. Like many
children,, they always had many questions about what I did and what the words
onn questionnaires or reports meant. Their so acquired 'knowledge' was sometimess a source of embarrassment for their teachers in school and the cause of a
lott of giggling with their friends. I am afraid they often lacked my full attention,
especiallyy during the period of writing. Their unspoken feelings were clear from
Tinu'ss reply to my question whether she thought she would ever write a book:
'II might, but not if I had children'.
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PROLOGUE E

TOYIN N

Toyin 11 was a 16 year-old secondary schoolgirl w h o m we interviewed in Lagos
Islandd Maternity Hospital, a public maternity hospital in Lagos metropolis.
H e rr condition was critical. T h e doctor diagnosed a perforated uterus and septicaemiaa from a botched abortion. H e prescribed intravenous fluid, a blood
transfusionn and antibiotics. Although Toyin was very ill, she was able to tell us
whatt had happened to her:
II have had a boyfriend for more than two years. He was a senior student in my
schooll before, but is now out of school and without a job. He wants to go to
university.. We did not have sex very often, just once a month or once in every
twoo or three months. I always watched my safe period. We never discussed
marriage,, because we both wanted to go for higher education. I knew I must
bee pregnant when I missed my period at one month and was always feeling
sick.. I was afraid, because my parents would be very annoyed with me and beat
mee up [if they found out]. I did not want a baby because I was still in secondaryy school and having a baby would bring a stop to my education. I told my
boyfriendd that I was pregnant. He was also very afraid because he was too
youngg to be a father and wanted to go to the university. His father would deal
withh him severely, and he had no money. We both wanted to abort the pregnancy.. I waited till over four months, because we did not have money for abortion.. My boyfriend explained the situation to a friend of his and this friend
loanedd him the money for abortion. The same friend took us to a private hospitall in Apapa [an area of Lagos town] where D&C [dilatation and curettage]
waswas done. We paid 3,500 naira [about 35 US dollars]. That same day late in the
middlee of the night I started bleeding heavily and had severe pains in my waist
andd a pulling pain around my back up to my shoulders and down my thighs.
Thee bleeding was so much that I fainted. I did not have the time to think.
Whenn I came round, I discovered I was in Lagos Island Maternity Hospital. I
waswas told that my parents had taken me first to a private hospital, but that they

Pseudonymss are used for the names of all women we interviewed.
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hadd refused to admit or treat me there when they saw my condition and referredd me to the [public] general hospital. From there I was transferred to
Lagoss Island Maternity Hospital [which is just across the street from the generall hospital]. The doctors told my parents that I had had an abortion. My
motherr is very sad, she is always crying whenever she is in the hospital because
shee is afraid I will die. My father feels the same way as my mother. He is always
askingg why fate should be so unkind to him. I did not tell my parents when I
wass pregnant, because I was afraid they would not allow me to abort the pregnancy,, but ask me to keep it instead. I cannot express my feelings, I believe I
willl not survive. If I do survive I will never have anything to do with men until
II am ready to get married.
T h ee doctors advised Toyin's parents that a hysterectomy might save her life. At
first,first, her parents were hesitant to sign the consent form, because they feared
theirr daughter would die during surgery (a common fear among Yoruba).
Then,, when the doctor informed the parents that after a hysterectomy their
daughterr would not be able to conceive again, they decided against surgery.
Toyinn died of abortion complications after nine days in hospital.

CHAPTERR I

INTRODUCTION N

Studyy rationale
Whyy do so many women like Toyin die from abortion, unnecessarily? Why
don'tt women have safe abortions, or better still, why don't they prevent unwantedd pregnancies? In this book I want to uncover the many complex, intertwinedd motivations and contextual factors that influence Yoruba women to not
usee effective contraception and to resort to risky practices of unsafe abortion.
Myy interest, or rather drive to conduct an applied anthropological study of
abortionn stems from my work for health programmes in a number of African
countriess since 1985, including Nigeria, Zambia, Ghana and Kenya. I was
shockedd by the many stories about women dying of induced abortion, especiallyy those of young girls still in school.
II come from the Netherlands, a country where most women (and men) preventt unwanted pregnancy by using effective contraception, where most youths
startt using contraceptives when they begin to have sexual relationships, where
premaritall sex is more or less accepted by most people and where abortion is le-gal,, accessible, and safe. I have seldom heard of a woman dying from abortion
inn the Netherlands.1 The situation in most African countries is very different:
abortionn is illegal and abortion services unavailable, inaccessible or unsafe.
Whenn African women are confronted with an unwanted pregnancy, they have
too make the difficult choice between keeping the baby and facing the sociall and
economicc consequences, or finding a way to induce abortion and face the risk
off suffering from serious health consequences or dying. Why do these women
optt for such hazardous practices? Illegality of abortion does not seem to be the
onlyy reason that women resort to unsafe abortion, as I also heard similar stories
inn Zambia where abortion is legal on most grounds.
Overall,, I found that Africans had little sympathy for women who had
abortedd and suffered complications. When talking to women, men and youths
aboutt induced abortion, most of them would usually shake their heads and say
thatt it was something very bad. They considered it to be the woman's own fault
iff she had problems, because she had been foolish to have an abortion and even
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moree so for having an unwanted pregnancy in the first place. Yes, I thought,
onee shouldprevent an unwanted pregnancy, but of course that advice is of little
usee once the pregnancy is already established.
Thee low contraceptive use and the high abortion rate in many African countriess have long puzzled me. Do women prefer abortion to contraception? Are
contraceptivee services less available or accessible than abortion services? Do
womenn realise the risks they take by having unsafe abortions? The answers to
thesee questions might provide the key to unlocking solutions for the problems
resultingg from unsafe abortions.
Inn my previous work in Africa, I was involved in several action-oriented
studiess of the problems related to unplanned pregnancy, abortion, contraceptionn and maternal mortality. The study methods we used consisted of surveys in
thee form of one-time interviews and focus group discussions. I always had the
uneasyy feeling that the information collected was not sufficient to design optimalmal interventions for the specific groups of women. I blame the use of this
methodologyy mainly on time constraints imposed by the tight deadlines and
thee established protocols of our studies. Research time competed with time
neededd for other assignments; there was no leeway to explore different study
methodologiess based on earlier findings. I therefore wrote a proposal for an extensivee applied anthropological study into the problems of induced abortion
amongg one ethnic group, Yoruba of Nigeria, in which I wanted to explore participatoryy data collection methodologies.2
StatementStatement of the problem
Estimates,, mainly based on studies in hospitals, calculate that as many as
200,0000 to 500,000 pregnancies are aborted annually in Nigeria and that
10,0000 women die from abortion-related causes each year (Renne 1996:485).
Thesee abortion-related deaths greatly contribute to the high maternal mortality
figuresfigures in Nigeria; reports indicate that 35% or more of maternal deaths are due
too induced abortion (Okonofua et al. 1992:75; Royston & Armstrong 1989:110).'
Obtainingg reliable figures on abortion is problematic, because the secrecy, illegalityy and privacy surrounding abortion make studying it difficult.
Inducedd abortion in Nigeria is illegal unless it is done on medical grounds,
inn order to save the life of the pregnant woman. This law does not seem to inhibitt women from aborting; nor does it prevent abortionists from offering their
services.. The illegality of abortion means that public hospitals officially perform
abortionss only on medical grounds. Women who want to abort for other reasonss must go instead to private hospitals, clinics and possibly other providers,
wheree the abortionists are committing a criminal offence. The illegality of all
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abortionss outside public health institutions means that there are no official
qualityy control procedures and that substandard abortion clinics can, and do,
thrivee (Okonofua et al. 1992:78).
Yet,, not all the illegal abortions are by definition unsafe; some illegal providerss may offer safe abortion services. Reasons why women have unsafe abortions
mayy well be other than the illegal status of abortion and the abortion services'
context.. Women's socio-economic and cultural environment as well as personal
characteristics,, such as educational level and marital status, may influence
women'ss motivations to resort to unsafe abortions instead of safe ones. Programmess to alleviate the abortion health risks can only be successful when they
takee into account all of the possible factors that influence women to have unsafe
abortions.. Until now, studies to uncover all of these factors have been absent in
Nigeria.. Before presenting the research questions that will be answered by the
presentt study, I will review the literature on abortion and contraception, focusingg in particular on that in Nigeria.

Inducedd abortion
Definitions Definitions
Abortionn is the termination of a pregnancy before the foetus has become capablee of independent extra-uterine life. According to the biomedical tradition,
thiss covers the first 28 weeks of gestation, as counted from the first day of the
lastt normal menstrual period. An induced abortion is characterised by deliberatee interference with the pregnancy, either by the woman herself or by someone
else,, with the aim of terminating it (Royston & Armstrong 1989:107). An inducedd abortion in the first trimester and performed by a qualified person under
hygienicc conditions constitutes less of a health risk than carrying a pregnancy to
termm and delivering a baby (Coeytaux et al. 1993:136; Lin et al. 1999:114; World
Healthh Organization 1993:4). Unfortunately, many women have unsafe induced
abortions,, in particular in developing countries, and end up suffering serious
complicationss including infertility and death. The WHO defines unsafe abortion
ass 'a procedure for terminating unwanted pregnancy either by persons lacking the
necessaryy skills or in an environment lacking the minimal medical standards or
both'' (World Health Organization 1996:60). Further terminology related to
abortionn include: abortion rate, defined as 'the number of abortions per 1,000
womenn of reproductive age'; abortion ratio, the number of abortions per 100,000
livee births or pregnancies'; and abortion mortality ratio, 'the number of abortion
deathss per 100,000 live births' (World Health Organization 1993:9).
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TheThe global picture
Ass early as 1967 the World Health Organization recognised unsafe abortion as a
seriouss public health problem, although at that time only limited information
wass available on the extent of the problem. Since then, several researchers have
conductedd studies on abortion. However, they were often constrained by lack
off funding because of donors' unwillingness to fund research on such a sensitive
topicc (World Health Organization 1996:4). Thus, due to this scarcity of studies
ass well as the difficulty of arriving at representative findings due to the limitationss of most studies that have been conducted, figures on abortion incidence
andd prevalence are inevitably crude. The World Health Organization (Indriso
&& Mundigo 1999:23-24) estimates that each year around 30 million induced
abortionss occur, of which 20 million are unsafe and 70,000 result in death. As
mostt of the unsafe abortions (90%) occur in the developing world, it is no surprisee that the risk of dying from abortion in the developing world is 1 in 250,
whilee it is only 1 in 3,700 in the developing world. The highest rate of case fatalityy is in Africa, with 1 death per 142 induced abortions (compared to 1 per 1,000
inn Latin America).
Legalityy of abortion ranges from prohibiting it altogether to providing abortionn upon request. Where abortion is generally available, laws usually regulate it
ass a medical procedure, while in places where abortion is criminalised it is usuallyy addressed in the penal code. Even where abortion is prohibited, there may
bee supplementary allowances for abortion on 'judicial grounds' when a pregnancyy is the result of rape or incest. Some countries also permit abortion on
'foetall impairment grounds' when there is a strong probability that the foetus has
developedd or will develop a serious anomaly (Rahman et al. 1998:56). Rahman
ett al. (1998:58) cite figures from the Centre for Reproductive Law and Policy
thatt show that 39% of the 191 countries in the world prohibit abortion altogetherr or only to save the pregnant woman's life and that 26% have the most
liberall abortion laws. In sub-Saharan Africa only two countries have liberal
abortionn laws: Zambia allows abortion on social and economic grounds and
Southh Africa without restrictions.
Rahmann et al. (1998:56) foresee a global trend towards the liberalisation of
abortion.. Evidence from around the world shows that more permissive abortionn laws reduce morbidity and mortality. However, more liberal laws are not a
guaranteee for reduction of morbidity and mortality; abortion services may be
moree accessible and safer in countries where abortion is illegal, but where the
laww is not enforced. They therefore warn that 'women's ability to obtain abortionn services is affected not just by the law in a particular country, but also by
howw these laws are interpreted, how they are enforced and what the attitude of
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thee medical community is towards abortion'. Researchers point out that in
countriess where abortion is legally permitted, but specifying conditions such as
gestationall age, permission of husband or parents and type of facilities or medicall practitioners to perform the legal abortion may all render services unavailablee to many women. Such is the case in countries like Zambia and India. On
thee other hand, in a country like Bangladesh in which abortion is prohibited,
thee euphemism 'menstrual regulation' may be used and thus methods to induce
menstruationn up to eight weeks after the last menstrual period are allowed
(Jacobsonn 1990:16-17; Rahman et al. 1998:57-59).
AbortionAbortion in Nigeria
LegalLegal status
Nigeriaa is one of the 54 countries in the world that has very restrictive abortion
laws.. Abortion is a criminal offence and only allowed when it would save the life
off the pregnant woman; there are no exceptions allowing abortion on grounds
off incest, rape or foetal impairments. Under section 228 and 229 of the Nigerian
Federall Criminal Code it is stated that 'any person who uses force on a woman,
orr causes her to take a poison or other noxious thing with the intent to procure
herr miscarriage is guilty of an offence punishable with 14 years of imprisonment'' (Ilumoka 1992:88). The same penalty applies to the woman who aborts
herr own pregnancy. A woman (or her family) therefore is not likely to report a
quackquack abortionist who caused her serious complications because the woman is a
participantt and liable to punishment herself. Yet, the Nigerian anti-abortion
laww is unclear and seldom invoked (Ilumoka 1992:96). This is unlike the situationn in, for example, Nepal, Chile and Namibia, where women who are found
too have aborted are actually imprisoned.
Manyy medical practitioners in Nigeria acknowledge the problem of high
abortionn mortality and plead for the legalisation of abortion; they argue that
thiss would contribute to safer abortion services. These health professionals followw the standpoint of the WHO that recommends legalisation. WHO research
showss that legalisation of abortion does not result in increased abortion rates,
butt instead change the conditions under which abortions are performed. Legalisationn would mean a greater availability of safe procedures performed by
trainedd health personnel (Indriso & Mundigo 1999:24). In 1974, the Society of
Gynaecologyy and Obstetrics of Nigeria made the first unsuccessful attempt to
reformm the anti-abortion law. After that, in 1991 the then Federal Minister of
Healthh Professor Olukoye Ransome-Kuti proposed a reform of the abortion
law,, but this was also rejected. In 1995 the Nigerian Medical Association en-
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dorsedd a reform of the law, but to date abortion is still illegal on most grounds
(Henshaww et al. 1998:163).
Althoughh abortion is illegal, many Nigerian physicians recognise the need
forr safe abortions and offer their skills to perform these services (Rahman et al.
1998:61-62).. These physicians may interpret their services as being legal when
theyy perform dilatation and curettage (D&C) as the only way to save a woman's
lifee after she has taken an overdose of medicines or other substances in order to
inducee an abortion (see also Renne 1996:490). This is in contrast with, for example,, the situation in Chile (which has some of the most restrictive abortion
lawss in the world), where the hospital staff would report such a woman to the
police. .
Abortionists Abortionists
Researcherss agree that most abortions in Nigeria are performed in private hospitals;; other abortion providers are chemists, traditional healers, midwives and
back-streett abortionists (also known as 'quacks'). Women themselves also use
methodss for self-abortion. A community-based study by Okonofua et al.
(1996:14)) in Jos (Plateau State) andd Ile-Ife (Osun State) revealed that 79% of the
womenn who had had abortions had them in private clinics, performed by privatee doctors. Likewise, a national community-based study conducted by the
Campaignn Against Unwanted Pregnancy (1996:3) discovered that 78% of abortionss were performed in private clinics. The percentages of women who resortedd to self-abortion were 13% in Okonofua's study and 4% in the study of
thee Campaign Against Unwanted Pregnancy (CAUP). In a nation-wide survey
off private and public health facilities performing abortion and treating abortion
complications,, Henshaw et al. (1998:161) found that 27% of private hospitals
saidd they performed abortion occasionally.4 These researchers calculated that
nation-widee more than 1,300 private hospitals, clinics and private practices performm abortions, of which more than half (700) are in the Southwest of Nigeria,
whichh is Yoruba area. They also concluded that in approximately three-quarters
off the hospitals and clinics, the physicians who performed the abortions were
non-specialistt general practitioners (Henshaw et al. 1998:159).
Concerningg the safety of procedures, Henshaw et al. did not indicate
whetherr abortions performed by the providers they researched were unsafe.
Ilumokaa (1992:91) doubts the safety of abortions in private hospitals because,
accordingg to her, the abortions are usually performed quickly and secretly, and
noo follow-up visits are arranged. In their study of abortion complications presentedd in a hospital in Ile-Ife (Yoruba area), Okonofua et al. (1992:78) support
thiss claim. They state that, contrary to popular belief, physicians in private hospitalss cause many of the complications, and that they are often not certified in
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obstetricss and gynaecology. Caldwell & Caldwell (1994:291) attributed the high
numberss of unsafe abortions to a lack of qualified and experienced doctors
(withoutt stating what they deemed 'qualified'). They reasoned that because of
thee illegality of abortion, doctors do not get the chance to practise it on significantt scale.
Prevalence Prevalence
Thee range in estimates of the prevalence of abortion is enormous, which is not
surprisingg considering that an illegal practice such as abortion is difficult, if not
impossible,, to measure. Renne (1996:485) estimated that between 200,000 to
500,0000 abortions are performed annually in Nigeria. Henshaw et al. (1998:159)
estimatedd there to be as many as 610,000 abortions annually, of which 279,000
weree in the Southwest, which is Yoruba area. They calculated an annual abortionn rate of 25 per 1,000 women nationally, with the highest rate of 46 per 1000
womenn in the Southwest (Henshaw et al. 1998:161) .5 Most of the researchers extrapolatee the national abortion figures from hospital-based studies where women
withh complications due to abortions have been interviewed. For example,
Henshaww et al. (1998) infer national abortion prevalence from data of a survey
off private and public health facilities performing abortion and treating abortion
complications.. They assumed that half of the abortions performed by other
providerss (i.e. other than public and private health institutions) would end in
complicationss that would present in the hospital. These figures are very crude,
becausee the assumptions are based on reports of medical doctors and moreover,
thee assumption that all abortion complications would present in the hospital is
mostt likely false (see also Coeytaux's commentary on limitations of hospitalbasedd studies 1988:187).
Okonofuaa (1993:8) analysed the findings of various hospital-based abortion
studiess in Nigeria in order to estimate the induced abortion mortality ratio. He
foundd figures that ranged from 31 to 178, the upper level being among the highestt estimates reported in Africa (see also World Health Organization 1993:13-36).
Thee reasons for the high abortion mortality in Nigeria, according to Okonofua,
aree the illegal status of abortion, the poor access to and quality of medical facilitiess to treat complications of abortion and the wide array of people who carry
outt unsafe abortion. Thus, Okonofua considers mainly service factors as responsiblee for the high abortion-related mortality in Nigeria, and does not considerr other factors influencing the decision making process of women, such as
care-seekingg behaviour and socio-economic background of women.
Onlyy a few community-based studies exist that address the prevalence of
abortionn in Nigeria and Yoruba society. Orubuloye (1981:85) found in his 1975
surveyy among women aged between 15 and 59 in a Yoruba village, that only
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0.3%% had an abortion. He also cited Morgan's survey of 1968 in Lagos in which
2%% of women reported having ever undergone an abortion. Orubuloye admittedd that these figures are likely gross underestimates. Olukoya (1987:43) conductedd a study in 1982 in a peri-urban area of Lagos. Among 369 randomly selectedd women who had at least one child, 5.6% reported they had had an
abortion.. She concluded that this figure is an underestimate because women
wouldd have underreported due to the illegality of abortion and because the
studyy naturally only included those women who survived. Makinwa-Adebusoye
(1991)) conducted a study on pregnancy and abortion among a sample of 2,796
femalee and 2,803 male youths aged 12-24 years, in five Nigerian cities including
Lagos.. She calculated that 39% of sexually active girls had been pregnant and
thatt 16% of these girls aborted their pregnancy (Makinwa-Adebusoye 1991:46)/
Caldwelll & Caldwell (1994:286) reported in their 1973 study in Ibadan (Yoruba
area)) that only 2% of the 6,606 interviewed Yoruba women between 15 and 59
yearss of age reported that they ever had had an abortion. In her recent study in
ann Ekiti Yoruba village, Renne (1996:486) found higher abortion prevalence.
Off 300 women between 15 and 49 years of age interviewed, 21% said to have
usedd abortifacients and/or had a D&C; in the 15 to 19 years age group this figure
wass 20% and within the ages of 20 to 24, it was as high as 36%.
Differencess in prevalence figures between the studies may be related to the
studyy methods and the study population, but they may also very well be related
too the year of the study. In that case, these studies would indicate an increasing
inn the prevalence of abortion. In fact, according to Caldwell & Caldwell
(1994:276),, anthropologists concur that in the past abortifacients were widely
known,, but that level of practice was low.
WomenWomen aborting
Mostt researchers agree that in Nigeria more and more girls and young women,
andd among these groups especially schoolgirls, are aborting their pregnancies
(Akingbaa 1977 in Royston & Armstrong 1989:122; Caldwell & CaLdweLl
1994:282;; Renne 1996:486). Caldwell & Caldwell (1994:287) explain that so
manyy schoolgirls and young women are resorting to abortion these days becausee their ambitions now He outside of the traditional sphere of the village or
thee extended family where marriage and having children provided the major
indicatorss for social status. Additionally, the age of first sexual contact has decreased,, while the age at which girls marry has increased; this gives girls more
timee to be exposed to the risks of premarital pregnancy.
Studiess in other African countries also found that abortion is most common
amongg single girls and women (see Bleek & Asante-Darko 1986 and Van den
Bornee 1985, for Ghana; Koster-Oyekan 1998, for Zambia). However, this may
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nott bc the same all over the world. Henshaw & Morrow (1990, cited by
Paiewonskyy 1999:136) even concluded that in most developing countries women
whoo obtain abortions are typically married with children. A WHO report on
abortionn likewise states that in developing countries, 'Contrary to common
belieff most women seeking abortion are married or live in stable unions and
alreadyy have several children' (World Health Organization 1993:2).
Althoughh researchers found that most abortions are performed on single
womenn in Nigeria, several studies indicate that married women also abort.
Coeytauxx (1988:187) has even warned against focusing only on the problems of
youngg girls. Jacobson (1990:36) found that in Nigeria, 30% of complications
fromm abortions were reported in women over 25 years old, of whom one quarterr had two or more children. A report of the CAUP (1996:1) on women who
camee to a hospital in Ibadan (a city in Yoruba area) with abortion complicationss confirmed that 30% were married women. Caldwell & Caldwell's
(1994:286)) community-based study in Ibadan found that 26% of abortion seekerss were married. They indicate that in the context of Yoruba society, abortion
byy a married woman is frowned upon because she denies her husband's
patrilineagee a child already conceived (Caldwell & Caldwell 1994:274). They
alsoo explain that married women may abort because the child was conceived
tooo early after the previous one, which would be proof of her having irresponsiblyy broken the traditional postpartum taboo (Caldwell & Caldwell 1994:284).
MoralMoral aspects
Rennee (1996:487) and Caldwell & Caldwell (1994:290-91) believe that Yoruba
condemnn abortion more because it threatens women's lives and reproductive
healthh than they do because it is immoral. They explain this relative absence of
morall objections in light of the perceptions of the development of the foetus
andd when actual life begins. Renne (1996:488) argues that Yoruba women in
Ekitii have a preference for early abortion, not for the sake of the women's
health,, but because of the ideas about the stages of pregnancy development: the
foetuss is not really considered as a person in the early months. Some of her respondentss believed that the 'real child' is formed sometime after the fourth
monthh of pregnancy, while other Yoruba consider a child to be a person only
eightt days after birth, when the child is given a name.
Thiss brings us to the question of how Yoruba women consider abortion. Is
itt a deliberate method women use to control their fertility as Otoide et al.
(2001:80)) and Renne (1996:483) suggest? Renne considers abortion among the
Ekitii Yoruba as a pattern of behaviour in a continuum of birth control methods.. In another article she theorises (1993:349) that abortion is more 'convenient'' for some Yoruba women who want to secretly limit the number of chil-
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dren.. According to her, these women would rather risk a one-shot approach to
fertilityy control with abortion than face the risk of being detected using contraceptionn because women's use of contraception runs contrary to the gender ideologyy that dictates that men should make all decisions, including those about
fertilityy regulation. Or do young women prefer abortion over modern effective
contraceptionn because women judge the risk of infertility through contraceptionn to be higher than the remote risks of abortion on fertility, as Otoide at al.
(2001:80)) conclude from the findings of focus group discussions with adolescents?? Do women resort almost automatically to abortion when they become
pregnantt after contraceptive failure because they are very motivated to control
theirr fertility? Or alternatively, is abortion practised for other reasons, such as
Pearcee suggested, 'Abortion was practised mostly to prevent embarrassment,
ratherr than to limit the size of families' (Pearce 1995:201).
LimitationsLimitations in the abortion literature
AsAs alluded to above, in most studies of abortion the sociocultural and economic
contextt of the women who abort is missing. Studies of abortion, in Nigeria as in
otherr countries, often aspire to give figures on the prevalence or incidence of
abortionn and consider use of (modern) contraception as one of the determinants.. Exceptions in studies conducted in Nigeria are the aforementioned studiess of Renne (1993,1996) and Caldwell & Caldwell (1994). In a recent book on
abortionn in the developing world, which is a compilation of 22 studies (Mundigo
&& Indriso 1999), the women who had had an abortion were 'invisible' as social
beingss in most of the studies. Instead, these women were treated as 'cases' and
inn only a few of the studies did the researchers pay due attention to women's
personall histories and analyse women's experiences in their socio-economic
context,, including the gender relations at different points in women's lives.9 RylkoBauerr likewise observed these limitations in many abortion studies in her introductionn to a special edition on abortion of Social Science & Medicine, which
presentedd mosdy anthropological studies on abortion:
Quantifyingg the extent to which women woddwide resort to abortion in the
facee of legal, ideological and economic barriers emphasises its pervasiveness,
andd the urgent need for reforms in reproductive health policies. (...) What is
missingg in much of the literature are the voices of women, their experiences
andd perceptions of abortion, the circumstances that shape their reproductive
decisions,, and the socio-cultural context so necessary to our understanding of
thee ideology, discourse and practice surrounding abortion at the local, regional,, national and global levels. (Rylko-Bauer 1996:479)
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Onee of the reasons for these shortcomings in most abortion studies may be that
fertilityy and fertility regulation practices, including abortion, were initially the
fieldfield of demographers. Demographers saw a unilinear development: modernisationn (including schooling), availabilityy of fertility regulation services and economicc progress would cause persons to have fewer children, i.e. persons would
makee rational choices to limit their family size (see also Brand 2000:8-10).
Greenhalghh (1995:12-17) was one of the scholars who first countered this
unilinearr model. She suggested that fertility regulating behaviour, if seemingly
irrationall in demographers' eyes, could be explained (i.e. be made rational) by
situatingg it in the sociocultural and political economic context in which it is
embedded.. Greenhalgh pointed out that fertility regulation practices are surroundedd by ambiguous notions. Certain fertility regulation behaviour may be
goodd (rational) in a cultural and group-specific view, but may be bad (irrational)) in health or macro-economic terms. She pleads for current research to aim
att situating fertility and thus show how the many different fertility patterns
makee sense in the eyes of the actors. This is a goal of the present study.
Evenn in studies that do pay attention to the context of women who have
abortions,, the feelings and decision-making processes that women who want to
abortt an unwanted pregnancy experience are not fully explored. Additionally,
thee explanations of how certain perceptions, beliefs and structures in society
makee pregnancy, under certain conditions unwanted also scarcely receive attention.100 Some studies (for example Caldwell & Caldwell 1994) do identify the
reasonss for unwanted pregnancies differentiated by women's marital status, but
itt is assumed that abortion is a more or less automatic consequence of an unwantedd pregnancy. Researchers picture women as calculated decision-makers
withoutt doubts or ambivalence. Moreover, they hardly pay attention to those
personss whom women involve in their decision making, what women do once
theyy have decided to abort and why they end up going to certain providers who
mayy (knowingly or unknowingly to the women) be providing unsafe services.
Still,, knowing the sequences in abortion practices and understanding women's
motivationss to take certain actions is necessary for designing acceptable interventionss to help reduce the incidence of abortion mortality and morbidity.

Contraception n
TheThe Nigerian National Population Policy
Thee Nigerian government only began to pay attention to family planning in
thee late 1980s, although some non-governmental organisations (NGOs) had
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beenn working on family planning programmes since the 1960s. Pearce (1995:196-7)
describess how in the 1980s the government realised the connection between
populationn growth, high fertility rates and the nation's inability to make headwayy with development. Thus, in 1988, the National Population Policy was
launchedd in order to control the population growth, which the government
acknowledgedd as a problem when faced with decreasing oil revenues. Public
contraceptivee campaigns and services were (and still are) directed at married
women.. The campaigns encouraged women to limit their offspring to four
children.. (Men, who are often in polygynous relationships, were not given a
recommendedd limit.) The Federal Ministry of Health with technical and financiall assistance from the United States Agency for International Development
(USAID),, the World Bank and the United Nations Fund for Population Activitiess (UNFPA) distributed contraceptives to public and private health facilities all
overr Nigeria (Feyisetan & Ainsworth 1996:162). They expected that the populationn would widely accept the modern contraceptive methods.
ContraceptiveContraceptive prevalence
Thee Nigerian government's expectations of high contraceptive use did not materialise.. Although usage has increased, especially among urban educated persons,, it remains low. The UNICEF report The state of the worlds children gives a
nationall contraceptive prevalence of 6% for the years 1990-1999, calculated as
thee percentage of married women aged 15-49 using contraception (Bellamy
2000:110).. The contraceptive prevalence for Southwest Nigeria (Yoruba area) is
higherr than for other regions. The 1990 Demographic and Health Survey
(DHS)) figures for this area state that 15% of married women currently used contraceptionn versus only 9% in the Southeast, 2% in the Northeast and 1% in the
Northwestt (Bellamy 2000:110). Makinwa-Adebusoye & Feyisetan (1994:68)
explainn this elevated figure by saying that Yoruba are generally more highly
educatedd than women in other regions, and that educational level has a positive
associationn with contraceptive use. Statistics they give seem to support this hypothesis:: 24% of married Nigerian women of secondary and higher education
weree using contraception. Recognising the positive association between educationall level and contraceptive use, Ebigbola (1989:163-164) theorises that the
successs of the national family planning program is very precarious if the governmentt does not at the same time address the problem of decreased formal school
enrolment. .
AA limitation of these official contraceptive prevalence rates is that they do
nott reflect total rates, i.e. rates for the entire Nigerian population, because they
aree usually confined to married women or married couples. The calculation of
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thee unmet need for contraception is also usually based on married couples; the
contraceptivee needs of single women of reproductive age are thus ignored. Yet,
thee high figures on induced abortion among single women indicate that there is
aa need, and some figures indicate that the contraceptive use among single
womenn might even be higher than among married ones. Feyisetan & Ainsworthh (1996:16) cited the Federal Statistics Office's data that state that 13% of
singlee women use contraceptives, while only 6% of married women do.
ReasonsReasons for low utilisation rates
Pearcee (1995:197-198) argues that among Yoruba modern contraceptive use is
loww for two reasons. The first is that for many women and men the fertility desiresire remains high. Secondly, many women do not use modern contraceptive
methodss because they conflict with indigenous beliefs and practices. In the
past,, and to a much lesser extent today, large families made sense to secure a
greaterr number in the family's workforce and because children (read: sons) securedd survival of the patrilineage in the future. The members of the patrilineage
thuss had a vested interest in their wives having many children. DHS figures for
19900 indicate that the total fertility rate is still as high as 5.65 for Southwest
Nigeriaa (Makinwa-Adebusoye & Feyisetan 1994:63)."
Evenn if a Yoruba couple would like to limit their offspring or space children,
menn may often not want their wives to use modern contraceptives. Renne
(1993:343-344)) explains how the dominant male ideology states that the husbandss should have the final say over contraceptive use of their wives. According
too Renne, men believe that women are sexually weak and should not be allowed
freedomm of choice, because this will lead to extramarital affairs.
Anotherr contributing factor to low use of contraception by all married
womenn in Nigeria (and not only Yoruba) may be the fear of losing children.
Thee under-five mortality rate in Nigeria is still high." Nigeria is ranked 15 in
thee world for highest under-five mortality. For every 1000 live births, 187 childrenn are likely to die before the age of five (Bellamy 2000:116).
Rennee and Pearce explain the low use of contraceptives among Yoruba
mainlyy by stating that Yoruba society is pronatalist and Yoruba men like to controll the fertility and sexuality of their wives. Several studies in different developingg countries (see Mundigo & Indriso 1999:57-198) tried to identify the reasons
whyy women and couples do not use or discontinue using modern effective contraceptives,, even though they do want to regulate their fertility. These studies
pointedd at various reasons both from services' and clients' side for the low use,
butt considered the main reasons for low use to be service-related: services do
nott respond adequately to the specific fertility regulation needs of their clients.
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Thee studies conclude that most clients do not receive personalised counselling
andd information, are not free to choose a method and are denied access to the
servicess (adolescents) or that the methods are of low quality.
Manyy studies of contraception suffer from the same shortcomings indicated
inn studies on abortion. Hardon (1997:68-69) rightly pointed to the limitations
off demographic and epidemiological studies that usually do not consider the
consumers',, potential consumers' and non-users' views and motivations to use
certainn contraceptives. They also fail to examine how the interaction between
healthh services and clients shapes these views and motivations. She states that
mostt of these studies can explain neither why women do not use contraceptives
norr why they discontinue to use contraceptives. Hardon stresses the important
contributionn of anthropological studies that cover precisely these subjects. Servicee factors may not be the only, or even the most important factors influencing
non-use.. Studies must look more closely at the motivations of women and men
forr not using contraceptives; it may be an active choice and not simply the resultt of structural (service-related) limitations. Women and men may find the
contraceptivess inconvenient. They may fear the side-effects, especially those
thatt might impair their fertility. Their sociocultural context may also cause
contraceptionn to be unacceptable, for example, if husbands do not allow their
wivess to use them, or religion forbids any interference with God's intentions.
Thus,, only with a thorough understanding of the multi-faceted reasons why
womenn do or do not use specific contraceptives, can family planning programmess succeed (Hardon 1998:136).

Studyy objectives and research questions
Thee general study objective was to explore the sociocultural, economic and service-relatedd factors influencing the many abortion-related decisions of Yoruba
women:: to either keep an unwanted pregnancy or resort to abortion, the choice
off method of aborting and the specific actions to take when abortion complicationss occurred.
Too find out why women decide to abort pregnancies, the circumstances of
ann unwanted pregnancy have to be explored for specific groups of women. It is
alsoo important to examine the reasons why some women keep the unwanted
pregnancy,, whereas others terminate it. Once a woman has decided on abortion,, she has to choose a provider and/or method for abortion. Other persons
mayy well influence her decisions. Some women have safe abortions while others
havee unsafe ones. This choice may be out of ignorance or more or less deliberate.. Unsafe abortions often result in complications that should be treated ade-
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quately.. Some women seek treatment immediately, whereas others, for a variety
off reasons, may postpone getting help. Conducting applied research on induced
abortionn and unwanted pregnancy naturally leads one to wonder why women do
nott prevent unwanted pregnancy by using effective contraception or by abstainingg from sexual intercourse. If contraceptive services are not available, accessible,, acceptable or affordable, this may be the reason for women not using
them,, but there may be factors causing non-use other than service-related ones.
Translatedd into research questions the paragraph above reads:
J.. What is the prevalence of unwanted pregnancy, of induced abortion and of
unsafee abortion among Yoruba women?
2.2. Which circumstances make a pregnancy unwanted for Yoruba women?
3.3. Which factors influence the ways that Yoruba women cope with an unwantedd pregnancy?
4.4. Which methods and providers do Yoruba women use for abortion and
whichh factors determine their choice?
5.. Which factors influence the ways Yoruba women cope with complications
off induced abortion?
6.6. Which methods of contraception do Yoruba women use and which factors
influencee the decisions of Yoruba women either to use or not to use modern
contraception? ?
7.. What are culturally acceptable and feasible recommendations for interventionss to reduce the number of (unsafe) abortions and the morbidity and
mortalityy resulting from abortion?

Theoreticall concepts
RuleRule and reality
Throughoutt this book I explore societal rules related to fertility regulation includingg abortion, as explained by study participants, including women, men,
youthss and health-service providers. I juxtapose these with the reality, or the
practicess and experiences of fertility regulation by individual women. The rule,
inn other words the dominant societal discourse about norms or ideal behaviour,
iss often different from the reality, i.e. the actual practices; many practices do not
conformm to the norms. This divergence between rule and reality poses methodologicall and theoretical challenges. How to design study methodologies that will
exposee both rule and reality? How to describe and explain the dialectical relationshipp between rule and reality? To phrase the question in language specific
too this study: How does the societal discourse on abortion influence individual
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women'ss abortion practices, and how do these practices possibly influence the
discourse? ?
Thee discussion on the relation between rule and reality, or discourse and
practice,, has been relevant to anthropological studies for a long time. On a
methodologicall note, as early as 1955 the Dutch anthropologist Köbben (1955:128)
warnedd empirical researchers, against accepting general rules as representing behaviourr without checking the rules against the reality of everyday life. He stated
thatt informants, when asked 'what would you do when...' would usually give
thee rule and not the reality. Köbben (1955:139) advised that researchers would be
betterr off observing reality, that is practices, than asking about them."
Köbben'ss insights were very useful, but the methodological problem of how
too study rule and reality has proven more intricate and ambiguous than even he
suggested.. Firstly, the reality cannot always be observed. Researchers usually
cannott observe the reality of private practices such as those related to sexuality,
ass in this study of abortion. The privacy of abortion ensures that researchers
mustt rely on what study informants report about their actions and practices; for
variouss reasons they might not want to expose their true practices.
Secondly,, scholars after Köbben argued that that which is observed is not
necessarilyy the reality, but may be pretension to the public eye (see also
Baerendss 1994, Van der Geest 1975). Individuals or groups may show public behaviourr conforming to dominant rules, but this may not be their lived reality,
thee reality as could be observed in private. Thus in these cases, reality is
multi-layered:: the practice that may be observed in public, the private reality
andd the subjective experience of the actors. In her study of gender relations in
sub-Saharann Africa, Baerends pointed to this when she observed, 'The facade of
subserviencee of women towards men should not be simply taken as a sign of
subordination,, but could be actually a part of the game in which women hold a
certainn amount of real power in exchange for paying respect to male authority
inn public'. She stated that there may actually be a considerable degree of equalityy between women and men, but that the compliance to the rule of male dominancee is often the most profitable strategy for women (Baerends 1994:17-18).
AA third challenge in the study of rule and reality is that there is usually more
thann one discourse in a society. Most present-day societies are more complex
thann the egalitarian peasant societies that Köbben studied; there are now multiplee concurrent rules, dominant and alternative.'4 In democratic and tolerant societies,, alternative rules and practices may be easier to study, for individuals and
groupss are able to openly express their views and demonstrate that their reality
runss against the prevailing rules of the majority. However, in intolerant societies,, 'dissident' individuals and groups must keep their ideas and practices that
opposee the dominant rules a secret; these groups are therefore more difficult to
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study.. Even if they are not explicitly oppressive, dominant groups may simply
ignoree the possibly divergent views of other groups in the public domain.
Ardenerr (i975:xii-xiii) discussed such 'muted groups'. These groups publicly
operatee only in terms acknowledged by the dominant group's structure or rules
off a society, though they may have their alternative models and behaviour.
Womenn are one such muted group in many societies, as are youths and minorityy ethnic groups. These groups keep hidden views, actions and experiences that
opposee the majority rules. Alternatively, they may have learned to express their
viewss in other ways that are still tolerated by the dominant views of a society.15
Partt of the challenge of studying the rules is to expose the possible alternative
ruless that may concurrently govern muted groups. The majority rule may be
whatt is reported, but one or more alternative rules (of groups such as women or
youths)) may remain unspoken publicly, yet are in fact closer to reality.
Anotherr reason why the reality is more complex than Köbben suggested is
thatt social researchers nowadays realise that in addition to the various versions
off reality of different groups in the society under study, researchers create their
ownn version of it. The subjective position of the individual researchers, as it relatess to their socio-economic, cultural, gender, theoretical and political backgrounds,, conditions their view of the reality under study.
Ruless and practices in a society are dialectical; they change and change each
otherr over time (although according to minority groups, not always fast
enough).. Reality (actual practice) changes before the rules change. This often
occurss generally and naturally, that is without ordinances about individuals'
behaviourr from 'above'.1 The alternative behaviour of a minority group in societyy couldgradually change dominant norms. However, there are many more
factorss that influence a change in rules. Köbben (1955:173-4) already stated that
thee form and frequency of divergence from the rule might indicate a changing
socio-economicc and political context, thus identifying that the structure of
societyy plays an important role in both rules and practices. Renne's (1997:173-174)
studyy of contraceptive use in Zaria, North Nigeria is illustrative of the influencee of contextual factors on changes in practices and rules. She theorised how
endorsementt of contraceptive use is in a process of changing from prohibition
byy the majority (male) rule to acceptance because of several social, economic
andd cultural 'contingencies'. She argued that while women use contraceptives
secretlyy now because of the prevailing rules, these contingencies will gradually
reassess,, reinterpret and change the rules. An interesting challenge in this book
iss to expose the societal factors that influence change in abortion and other fertilityy regulation practices among the Yoruba that may (after a shorter or longer
periodd of time) also change the rules pertaining to these practices.
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Gender Gender
Thee gender system is one of the societal institutions that influence women's
abortionn practices.17 Every society has its rules about gender relations that describee the dominant norms of appropriate behaviour of males and females. In
Chapterr 3 of this book, which deals with Yoruba society, I describe the societal
rolee models of Yoruba women and men, particularly those concerning sexual
relationss and procreation. The existence of a gender system does not necessarily
meann oppression of one gender by the other in all spheres of life, but in many
societies,, women are at a disadvantage in many domains as compared to men.
Whiteheadd (1984:189-90, cited by Moore 1988:72) argues that especially in societiess where bridewealth is paid, as it is in Yoruba patrilineal society, the family
andd kinship system often operates to construct women as a subordinate gender.
Myy initial position concerning gender relations was without assumptions
aboutt the existence of unequal gender relations in Yoruba society. This was
partlyy because of professional motivations and partly inspired by the sensitivity
inn Nigeria about outsiderss judging Nigerian systems (including, but not limited
to,, gender roles there). I read Nigerian scholars opposing Western feminists
withh their view of the global oppression of women (Amadiume 1987; Oyewumi
1997;; Pearce 199 5)l and heard the same thing in informal conversations during
pastt periods of living and working in Nigeria.
II acknowledge that some Nigerian scholars might be in a better position to
understandd their fellow women than Western researchers in t,heir subjective positionn are. Pearce (1995:204) gives an example when she points out that Western
scholarss may interpret the terminal (sexual) abstinence of Yoruba women in
conflictt with female sexual rights. According to her, these scholars may fail to
seee that Yoruba women may very well not consider continued sexual activity as
aa privilege or something to be enjoyed, but rather welcome the culturally imposedd terminal abstinence as a well-earned rest. The societal rules that impose
terminall abstinence may suit women, albeit many women adhere to these rules
forr reasons other than those that the rules dictate.'9,10 Thus to conclude, as some
Westernn scholars might do, that Yoruba women are passive (and subservient)
followerss of dominant rules, would not be reflective of the lived reality of
women.. Women may make an active choice to obey the rules, to suit their own
purposes. .
Somee of the criticism of Nigerian scholars may be directed at the early feminism,, when there was no attention to differences in ethnicity, colour and class
betweenn women. Within contemporary feminist theory, gender relations have
'too be understood to be constituted within a cultural, economic and political
systemm that is also historically situated. Such systems involve race, ethnicity,
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classs and other forms of inequality that must be integrally incorporated into any
genderr analysis1 (Lamphere et al. 1997:4). When analysing the influence of genderr relations on abortion experiences of women, I am conscious of the differencess within the female gender: between single and married women, educated
andd not educated, rural and urban, with and without children, young and old.
Myy professional position was that I started from the empirical, with gender
ass an analytical category, not from the theoretical, with gender as a political category.. The subjective reality of gender relations for women and for men will be
ann outcome of the dynamics of dominant rules for gender relations, material
andd practical conditions and individual agency. This implies that researchers
shouldd explore the dynamics between dominant societal rules on (ideal) gender
relations,, the practices of relations as can be observed and the subjective reality
andd meaning of these practices. In terms of this study, it would mean, for example,, exploring how women experience their abortion decisions in terms of their
genderr role in society.
Myy concern in this book is not to disprove or confirm Yoruba women's
genderr subordination, but rather to determine how the dominant rules for
genderr relations and the subjective reality of their gender position influence
women'ss choice for fertility regulation practices, including that of abortion. A
pertinentt question in this respect is whether gender relations 'allow' women to
bee in control of their choices or not. Pearce (1995:198) observed that by paying
bridewealth,, Yoruba husbands and in-laws buy control over their wives' sexual
andd reproductive functions, and that women thus have very little control over
theirr fertility, and by extension, fertility regulation. This, according to Pearce,
wass the case in the past, and remains so nowadays. The patrilineage has a
vestedd interest in high fertility in order to perpetuate the lineage; most wives
havee the same interest, because their social standing is dependent on their productionn of (many) children. In a study of gender in sub-Saharan Africa, Baerends
(1994:30)) is less definite about the absolute control of the husband and his family,, but suggests that in patrilineal societies, the in-laws have a strong interest
inn a wife's decisions and the wife's and her in-laws' interests may be in conflict.
Thus,, the dominant rules of patrilineal society would constrain or at least conditionn women in the control of their fertility. Gender relations may also instigatee practices of specific fertility regulation methods. For example, use of
male-controlledd methods of contraception (condom or withdrawal) may be
moree in consonance with the prevailing ideal gender roles. However, other
contextuall and personal factors may cause women to disobey the societal dominantt rules about appropriate gender behaviour when this behaviour does not
servee their personal interests.
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Coping Coping

Variouss sections in this book describe how women are confronted with stressful
situations:: when they are faced with unwanted pregnancies, experience complicationss of induced abortion and fear or actually suffer from problems with fertility.. Individuals may cope with these stressful situations with practices and behaviourr that would be considered dissident in normal situations. Theories of
coping,, originating from the field of psychology, describe the strategies that individualss may use to deal with stressful situations. Coping has been defined as
'thee process through which a person manages internal or external demands that
aree appraised as taxing or exceeding the available resources' (Lazarus & Folkmann in Taylor 1986, quoted by Meursing 1997:43)." Coping consists of behaviourall and inter-psychic efforts to manage, i.e. to master, minimise, or tolerate,
stressorss and demands that may be internal (such as physical pain) or external
(suchh as living with a violent spouse).
Thee first step in coping with a stressor is to make a primary appraisal of
whether,, and in which ways, the event poses a threat to the individual. In this
study,, for example, it means that a woman with an unplanned pregnancy appraisess whether and why the pregnancy is unwanted, and what the threats are to
herr and possibly her partner or others involved. After having judged the event as
threatening,, the individual makes a second appraisal of what resources and
potentiall coping strategies are presently available to deal with the stressor
(Folkmann & Lazarus 1991, cited by Meursing 1997:44). A woman faced with an
unwantedd pregnancy may think of aborting or keeping the pregnancy, and
appraisee the material and personal resources she has at hand.
Thee second appraisal of available resources is the most important in determiningg the style in which the person approaches the stressor and in the choice of
furtherr strategies. She may try to deal with the stressor itself, which is problemfocusedorfocusedor active behavioural coping, or turn to emotion-focused'coping, which i
dealingg with the emotional strain the stressor invokes. Persons usually resort to
emotion-focusedd coping when they feel they have little or no control over the
stressor,, and to problem-solving coping when they believe they can organise
andd execute the courses of action required to deal with the stressful events.
Avoidancee coping is a frequently used form of emotion-focused coping, definedd as 'strategies that focus attention away from the stressor itself or one's psychological/somaticc reactions to the stressor' (Meursing 1997:46). Some types of
avoidancee coping may be psychologically beneficial to the individual. This can
bee the case when the stressor is of short duration (not thinking about a painful
proceduree while undergoing it). However, when dealing with a severe stressor,
thee actual impact of avoidance coping on the stressor itself must be considered.
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Stressorss which may be harmful to the individual or to others, like HIV, cancer
orr complications of abortion, need active, problem-focused coping in order to
limitt as much a possible the chance that serious harm will occur to the individuall under stress or persons in her/his environment.
Thee choice of coping style (problem-focused or emotion-focused) is influencedd by many factors, including the problem at hand and personal and contextuall variables. In practice, many stressors evoke coping strategies of both
kinds,, but generally one style or the other is dominant. Meursing (1997:53)
pointedd to the fact that very few studies paid attention to the influence of materiall resources on the choice of coping strategy. The few studies that did found
thatt access to practical and material resources, such as money and appropriate
services,, are of prime importance for coping with a stressor, both in a practical
andd psychological sense. Access to adequate material resources is associated
withh more problem-oriented coping and a heightened sense of control or selfefficacy.. In addition to material resources, the availability of social support
playss an important role because it may increase the instrumental means to deal
withh a problem, practically, materially and emotionally. Obtaining social supportt is an interactive process. Through a problem-solving style of coping, individualss may seek social support and thus receive more support, and in that way
aree able to obtain enough resources to solve the problem. On the other hand,
individualss who tend to resort to emotion-focused coping may not seek social
support,, and therefore do not get it, and are then not able to solve the problem
andd feel out of control. Social role models further influence a person's self-efficacyy beliefs. If a person has seen or has heard about others who succeed in copingg with a similar problem in a certain way, her/his belief in self-efficacy will
grow.. The example of (believed) successful social models might transmit
knowledge,, skills and strategies to achieve desired ends.
Taskk models of coping specify the multiple aspects of a problem situation.
Thee individual involved will perceive a hierarchy of tasks to cope with the
stressors,, especially in a crisis situation. Some urgent aspects of the problem will
havee to be dealt with first, while other aspects can be coped with later. Most of
thee stressors related to unwanted pregnancy and to abortion will be of such a
crisiss situation and the perceived priority of aspects of the problem will influencee the coping strategy and, by extension, the coping outcome.
Somee ways of coping that persons use will be successful, whereas others will
nott be. Taylor (1995:293) summarises, 'Coping efforts are judged to be successful
whenn they reduce physiological indicators of arousal, enable the person to return
too pre-stress activities and free the individual from psychological distress'. Thus
inn coping theory, successfulness is measured for the individual involved, and not
forr die effects individuals' coping have on other persons involved or society at
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large.. Some of the ways of coping with the stressor of unwanted pregnancy, as
explainedd in this book, were extremely unsuccessful — they resulted in social
repercussions,, lifelong health problems or death.
Agency,Agency, tactics and strategy
Coping,, no matter which style is used, is how an individual deals with a stressful
situation.. All coping could thus be considered as 'agency' which is a concept
frequentlyy used in sociology and anthropology. It is broadly defined as 'an individuall making active choices' (Gammeltoft 1999:6). Lopez (1997:160) discusses
thee 'ideology of choice', which is based on the assumption that individuals have
optionss and are free to choose from infinite alternatives. She points out that
choicee (and thus agency) is always conditioned by the sociocultural, economic
andd political context, and is more or less constrained by fragmentedd knowledge
andd (un)available services and technology. Lopez (1997:161), who studied sterilisationn by Puerto Rican women in New York City, concluded that health-care
policyy and the availability of devices, ideology, service provision and subsidisationn played important roles in narrowing women's fertility choices."
Agencyy means that people make decisions within the limits of their constraintss (Lopez 1997:157). 'Free' agency, in which individuals choose for action
too pursue their interest without constraint is a Utopia; it does not exist. Likewise
'non'-agencyy or complete passivity is the non-existent other extreme of the continuumm that ranges from non-agency to 'free' agency. Individuals always exercisee some active choice, even if they seem to passively follow the societal rules.
Paradoxically,, compliance may be an active strategic choice (Moore 1988:180).
Thiss was already implied by Pearce's discussion, presented before, of Yoruba
women'ss personal interest in complying with the rule of post-menopausal sexuall abstinence (Pearce 1995:204). It shows the importance of empirical work in
whichh respondents explain their motivations, paying attention to the positive
reasonss why individuals comply with majority rules/3
Concerningg the association of choice and constraint with decision making,
Carterr (1995:62) distinguishes two types. The first is 'programmed decision
making'' in which individuals decide on courses of action in advance of undertakingg them; the second is 'habitual behaviour' in which people follow routines
orr conventional rules. For abortion-related decision making, further discriminationn of types of active decision making ('programmed decision making') by
Ortizz is useful (cited by Carter 1995:62). Ortiz differentiates between 'planning
decisions'' which are made well in advance of the activity with which they are
concernedd and 'on-the-spot-decisions' which are made just before action is
taken.. With 'planning decisions', agents have information and know what they
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aree trying to achieve, while 'on-the-spot decisions' are made in the flow of actions,, and actors may be less informed and may have less idea of the outcome
theyy would like to achieve.
Agencyy usually has connotations of resistance and change, although as discussedd earlier, compliance may be a type of agency. By aborting, women theoreticallyy resist dominant societal rules (assuming that the rules are against
abortion).. The important question becomes whether women experience their
practicess as 'resistance'. This is a methodological and ethical question aptly
describedd by Gammeltoft (1999:245) in her study of IUCD use by women in
rurall Vietnam. She asked herself whether 'an understanding of suffering
[physicall suffering from the side-effects of IUCD] as resistance represents a social-scientificc appropriation of women's bodies and lives which turns them
intoo something very different from what they are as experienced'. The scientist'ss interpretation of motivations and intentions may differ widely from the
livedd experience of the individuals under study. According to Good (1994:61),
thiss is a general objection to the work of many critical medical anthropologists,
whoo look for the causes of health problems in the macro-level political, economicc and social context. These scholars often privilege their perspective over
thatt of the persons they study who are believed not to have the knowledge and
understandingg of what really is the cause of their suffering and their experience.
Resistancee might thus be an analytical tool and not something experienced by
thee persons whom the anthropologist studies.
II believe that when an anthropologist is committed to applied research that
iss intended to provide recommendations how to solve a health problem, (s)he
hass to strike a balance: To provide a critical analysis and interpretation of problemss by looking for causes and solutions at all possible levels and from all possiblee angles, but based on empirical research of the practices and lived experiences
off individuals affected by the problems.
Inn this book, I stick to the term 'agency' to refer to the active choices of individuall women, but I am careful not to call agency that opposes dominant rules
'resistance'' because resistance implies the actor's consciousness and intention. I
willl also be careful with the word 'strategy', a term normally used in coping theoriess and discussion of women's agency. 'Strategy implies the ability to organise
consciouslyy and suggests a clear-sighted (collective) vision that supports an optimisticc dream for the future' (Nencel 2001:215, quoting Scheper-Hughes
1992).. Scheper-Hughes makes a distinction between 'strategy' and 'tactics' and,
accordingg to her, 'tactics' is a more appropriate characteristic of individuals livingg in poverty. 'Tactics are often defensive and individual, not aggressive and
collectivee practices (...) they do not challenge the definition of the political-economicc situation' (Scheper-Hughes 1992:471-472 cited in Nencel 2001:215).
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Gammcltoftt (1999:246) also thought the concept of 'tactics* was more appropriatee for describing the actions of the women in her study than 'strategy' was.
Similarlyy to Scheper-Hughes, she states that strategy implies consciousness and
thatt the actor aims to get what (s)he wants, whereas pragmatic, everyday tactics
iss manoeuvring within social fields of demand and constraint. Lopez (1997:167)
discussess social space: when social space is small, agency may take the form of
tactics,, whereas when individuals have a wide social space in which to function,
theirr agency may be more of a strategy. Thus, the difference between tactics and
strategyy is a matter of definition and gradation: individuals apply tactics when
theirr agency is more constrained and strategy when agency is more free and
conscious.. In this book, I will explore whether abortion in Yoruba society can
bee considered as a female group strategy against dominant rules, or rather as the
tacticss of individual women who are manoeuvring within their constrained
sociall spaces.

Contentt of chapters
Inn the next chapter I will describe the study methodology. One of the premises
off the study was that a public health problem such as abortion needed an appliedd participatory study. The chapter explains the gradual development of the
studyy methodology that used triangulation of both quantitative and qualitative
dataa collection techniques and involved a variety of study populations and locationss in urban and rural areas of Lagos State.
Chapterr 3 pays due attention to the rich culture of Yoruba society, with emphasiss on aspects in their culture relevant to the discourse of this book. This
chapterr situates the Yoruba culture in the national context of economic austerityy and competition in education. By the combination of literature, informationn from respondents and my observations, I try to differentiate between the
ruless and reality of Yoruba society.
Chapterr 4 juxtaposes the prevalence of abortion with the societal rules about
abortion.. Public opinion condemns termination of unwanted pregnancies for
mostt reasons. However, this opinion does not prevent abortion being very
common,, especially among single girls and women. Figures show that some
groupss of women are at a higher risk of suffering complications from induced
abortion,, including death, because they resort to unsafe abortions more often
thann others do.
Becausee strategies for coping with unwanted pregnancy and abortion practicess differ greatly for married and single women, they are discussed in separate
chapters.. Chapter 5 describes personal abortion experiences of single girls and
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women,, and shows the differences in motivations and practices between
sub-groups:: those in any form of schooling and those not schooling. Chapter 6
presentss the abortion experiences of married women and describes why they
mightt resort to abortion. Abortions by married women occur relatively less frequently,, but still happen, even though Yoruba society is pronatalist and dominantt rules dictate that all children conceived in marriage are wanted.
Onee of the central questions of this book, why so many women do not use
contraceptivess that would prevent them having to resort to abortion, is dealt
withh in Chapter 7. The various sociocultural and service-related factors influencingg non-use are discussed. Chapter 8 then arrives at the Yoruba preoccupationn with fertility. Infertility is a stigma, especially for women. Because of the
fearr of infertility, women make decisions that may be detrimental to the very
reproductivee health they are trying to protect. These decisions dictated by fear
mayy actually cause their anxieties to become reality, when women develop secondaryy infertility due to their abortion of an unwanted pregnancy.
Inn Chapter 9,1 discuss the study findings in the context of Yoruba society,
literaturee on abortion and contraception and theoretical concepts. The chapter
concludess by making recommendations for solutions to the many problems
associatedd with abortion, inspired by suggestions produced in participatory sessionss with students, women, men, traditional birth attendants and biomedical
servicee providers.

CHAPTERR 2

S T U D YY METHODOLOGY

Thee fieldwork for this study was carried out over a period of about three years,
fromm 1996 to 1999. The two main study locations were Lagos metropolis, the
formerr federal capital, and Epe, a rural LGA (Local Government Area), both
withinn Lagos State in Southwest Nigeria.11 believe the fieldwork and the way
thee study methodology developed in three distinct phases deserves an extensive
explanationn in a separate chapter, for several reasons. Firstly, studyingg sensitive
intimatee topics such as abortion, and in particular induced abortion, need speciall research methodologies. Secondly, some of the research methods could be
usefull for other studies/ Finally, it will make the book more 'reader-friendly',
becausee it will prevent confusion, when I refer to the many different study
methods,, locations and populations involved.
Lett me explain at this point that when I speak of 'abortion' in this book, I
meann induced abortion. Additionally when I talk about 'women', I refer to femaless of all ages and social backgrounds. Where applicable, I will qualify the
termm 'women', for example by referring to their age group, marital status or
schoolingg status.

Premises s
II started fieldwork with a very flexible theoretical and methodological framework,, guided by the premises elaborated below.
AppliedApplied research
Myy conviction is that research on a serious public health problem like abortion
shouldd be applied; it should aim at contributing to finding solutions to the
problem.. I did not want to study a topic of this nature for academic purposes
only.. Moreover, applied research would possibly facilitate the collection of reliablee data. I assumed respondents would weigh what they have to lose against
whatt they stand to gain from giving true information. If they acknowledge that
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theirr co-operation is in their own interest, or that of their children, they may be
moree inclined to give true information (see also Ehrenfeld 1999:371).
Participatoryy research methodologies are needed to get all stakeholders —
women,, men, youth, health-service providers and policy makers — involved in
identifyingg and analysing the problems and finding solutions to them. However,
suchh a conviction also poses problems for the research: H o w involved could I be,
howw objective should I be, what was my position? According to Maguire (1987),
aa feminist American scholar who worked with battered women in New Mexico,
participatoryy research is necessarily subjective. T o summarise her argument:
Participatoryy research does away with the ideal of dominant positivist research,, that research should be objective, that it should not influence the social
environmentt of people studied, that there is such a thing as objective reality to
bee studied. Objectivity requires the researcher to be detached from the researched.. Alternative participatory research aims to develop critical consciousnesss to improve the lives of those involved in the research process and to transformm fundamental societal structures and relationships. Both the research
processs and the outcomes should help them: to give them a voice in articulatingg their perception of the problem and relevant solutions (Maguire 1987:1-8).
II think a researcher should not carry too many assumptions into the study.
Maguire,, for instance, talks throughout her book about 'self determination',
'women'ss emancipation', and 'social transformation' as inherently desirable
thingss to be achieved by the women she worked with. In this context, I would
likee to refer back to the critique by some Nigerian female scholars that I mentionedd in the literature review of gender perspective. They believe that some
Euro-Americann feminists studying gender in Africa bring too many Western
valuess and concepts into their studies (Amadiume 1987; Oyewumi 1997; Pearce
1995).. I wanted to be careful about airing my convictions. I had liberal views on
abortion,, coming from the Netherlands where abortion is legal and free, and
wheree there is litde, if any, stigma attached to having one. T h e Dutch law allowss both single and married women to decide for themselves to abort. I did
nott want to 'preach' or 'aim' for this situation as preferable for Yoruba. The
subjectivee aspect of the present study is that the topics of discussion and researchh were partly my choice and might not have been the participants' priority
problems.. (They would most likely have chosen economic problems as priority).. Although the present research was not purely participatory because it did
nott involve shared power to define the agenda, objectives and methods of
research,, it was participatory because it was dialogical, involved exchange of
knowledge,, and focused on change, i.e. decreasing the problems related to
abortionn (see also Tan & Hardon 1998:3-8).
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II trusted that my dual status of insider and outsider would be beneficial to
thee study rather than a problem. I was raised and trained in the academic traditionss of Western Europe, and I have white skin. These facts make me an outsider.. However, because I was married to a Yoruba, carried his name, and had
childrenn 'for him' who have Yoruba names, Yoruba considered me as one of
'theirr wives'. Having lived among my study population for seven years as a
memberr of a Yoruba family made me familiar with the society. Yet, conducting
thee study and reflecting on the findings have given me far greater insight.
AbortionAbortion in context
Inn an applied study, abortion cannot be studied in isolation, but has to be regardedd in light of other fertility regulation practices including contraception and
infertilityy treatment, which possibly influence abortion practices. Additionally, to
bee able to determine the influence of structure on individual abortion practices,
abortionn should be situated in the socio-economic and cultural context at differentt levels: the micro-, meso- and macro-levels. The study therefore required a
multilevell framework of data collection and analysis from the perspectives of individuall women, communities, service providers and national policy. I theorised
somee mutually related socio-economic, cultural and services-related factors that
possiblyy influence women's decision to abort and their abortion practices (Table 2.1)
Tablee 2 . 1 .

Conceptual framework: Factors influencing women's abortion practices

possiblepossible factors influencing abortion practices
Women'sWomen's personal characteristics

-- socio-economic status, e.g. age, marital status, schooling, profession, level o f formal
education,, religion
-- aspirations for the future
-- reproductive background: parity, children alive and dead
-- experiences with fertility regulation practices and services
-- type o f conjugal/sexual relationship
-- socio-economic position of boyfriend or husband in society
SocietalSocietal rules and norms related to:

-- sexuality
------

conception, pregnancy and infertility
fertility regulation: methods and side-effects
gender ideology and decision-making between partners
influence o f extended family
value of children

ServicesServices and polity

-- availability, accessibility and acceptability o f fertility regulation services
-- laws and regulations (on abortion, access to contraception)
-- population policy
Economy Economy

-- micro- and macro-level economic situation
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DefinitionsDefinitions and terminology
Thee present study was focused more on the intentions and motivations of why
womenn use certain methods of fertility regulation than on the exact procedures
andd their biomedical, scientifically-proven effectiveness. In this study, 'fertility
regulation'' comprises all methods and measures women and men use intentionallyy to influence their natural fertility. These are methods intended lo preventt pregnancy (pre- and post-coital contraception), promote conception (infertilityy treatment) and terminate a pregnancy (induced abortion), whether
theyy can be proven to be effective in clinical trials, or not. In practice, this means,
forr example, that when a woman reported she had successfully aborted a one
month-oldd pregnancy by taking some drugs, this was counted as an abortion,
evenn though it might have been a spontaneous miscarriage totally unrelated to
thee drugs purportedly used to abort. The study definition of induced abortion
iss thus 'all pregnancies that were reported by the respondents to have been
aborted'. .
Thee reasons for this focus were both theoretical and practical. Theoretically,
thee fact that women try to regulate their fertility, though ineffective or with an
unintendedd result, demonstrates their agency. Practically, in view of promotion
off effective and safe fertility regulation methods, the approaches regarding
non-userss or users of ineffective or unsafe methods would be different. In other
words,, motivating women to change their present ineffective and unsafe fertilityy regulation practices to effective ones would take different forms and probablyy require less conviction than making non-users of fertility regulation accept
them.. I assumed that women and men who try to regulate their fertility would
benefitt from using safe and effective fertility regulation methods.
Too prevent biased responses to the wording of questions in interviews, I
usedd broad definitions and paraphrases. Respondents might misunderstand
biomedicall concepts such as 'family planning', 'infertile', 'abortion' and 'contraception'.. For example, a girl might respond she does not use 'family planning'' because she thinks the question inquires whether or not she uses pills or
condoms.. However, she may regularly try to prevent pregnancy by 'watching
herr safe period' or by taking antibiotic pills after intercourse. As discussed above,
inn the present study, these would be counted as contraception. Therefore, in
intervieww questions, potentially ambiguous terminology was paraphrased. For
instance,, instead of asking women whether they used 'family planning' (or
'contraception'),, I asked women whether they took any substances or did anythingg to prevent pregnancy when they did not want to be pregnant, either
beforee or after intercourse.
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DataData collection methodology
Ann applied study should use methodological triangulation in which qualitative
andd quantitative data collectionn complement one another to both arrive at reliablee and valid interpretations of data and get applicable results (see also Razum
&& Gerhardus 1999:243; Varkevisser 1998:90). Qualitative information can lead
too a clearer understanding of the complex factors influencing decision-making,
forr example about whether to abort and how to do so. Quantitative data can
indicatee the magnitude and social or geographical distribution of an issue, and
thee strength of potential factors influencing the problem (Varkevisser 1998:75).
Becausee I wanted to understand the different fertility regulation practices and
individuals'' motivations to use them, it was of first priority to use qualitative
methodology.. However, qualitative research on its own could easily lead to singlingg out the extraordinary (both negative and positive), which is usually more
compellingg than the ordinary. Because I wanted to concentrate on common
practicess and beliefs, surveys were necessary to complement the qualitative data
collection.. Whether we like it or not, 'hard' (quantitative) data rather than 'soft'
(qualitative)) data are more likely to convince policy makers of the significance
off a problem and initiate a public discussion on the issues (Coeytaux 1988:188).
Inn this study I let qualitatively derived data inform the design of quantitativee surveys. I would subsequently discuss the information derived from the
surveyss with stakeholders for validation and further interpretation. Because
abortionn was believed to be such a sensitive topic, the methods and tools to collectt quantitative data could only be developed gradually, after I had explored
thee perceptions and willingness of women to talk about it. This hesitancy to
relyy on surveys, or blind faith in surveys comes from experiences like that of
Bleek.. Bleek, who did his study of birth control among the Akan of Ghana,
foundd that surveys did not give reliable answers on delicate issues and that
in-depthh interviews in an anthropological research setting can produce answers
closerr to reality.'
Thatt an informant's unwillingness to co-operate increases, as the topic becomess more intimate and embarrassing, goes without saying (...). Interviewers
whoo ask personal questions about delicate topics, sometimes with more sense
off duty than common sense, force polite informants into lying ones (Bleek
1987*314). .

Bleekk is not the only researcher who had difficulty obtaining dependable data
aboutt reproductive practices. Several researchers have warned that it is difficult,
andd some even say impossible, to get reliable information on abortion from
communityy surveys in countries like Nigeria where abortion is illegal (Baretto
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ett al. 1992:159-170; Coeytaux 1988:188; Figa-Talamanca 1989:12; Henshaw et al.
1998:157;; Huntington ct al. 1993:120). Respondents in community surveys do
nott want to disclose that they have personally violated common morals and
trespassedd national laws (by having an abortion) or that one of their family
memberss did. As a result, these researchers have claimed, there will always be intentionall underreporting.
Thee sensitivity of a topic such as abortion influences not only the method
off data collection, but also the selection of informants. Many researchers did
nott even try to study abortion in the community, but got their informants
amongg women who came to the hospital with complications of abortion
(Mpangileett al. 1999:388-389; Okonofua et al. 1992). The problem with this is
thatt these women do not represent all women who had abortions in the community,, nor all women with abortion complications. To get a picture close to
reality,, I intended to study abortion also in a community survey, as well as in a
hospitall setting. I hoped that with sensitive data collection instruments and
competentt interviewers who could talk about abortion realistically, women
wouldd share their experiences of abortion and other intimate issues, such as
contraceptivee use and experiences with infertility.

Exploratoryy research
Threee main, partly overlapping phases, each with its specific data collection
methods,, can be distinguished in the fieldwork: the exploratory phase, the survey,, and the participatory phase. The exploratory phase took place from Octoberr 1996 to July 1998.4 My main aim in this phase was to determine the scope
andd range of key issues related to fertility regulation, and to become familiar
withh the sociocultural and health-service context at various levels. Moreover,
inn this phase I had to clarify how to get reliable data in a more extensive survey.
Studyy methods were mainly in-depth, open interviews, natural informal conversations55 and observations carried out by myself. If needed, I was accompaniedd by Biodun, my Yoruba research assistant. Besides in-depth interviews,
wee conducted some short exploratory interviews and a trial of semi-structured
interviews.. The semi-structured interviews used questionnaires with mostly
openn and some pre-coded questions. I contacted the women, biomedical and
ethnomedicall service providers and their clients for interviews through networkingg (see Box 2.1). By 'biomedical service providers' sometimes shortened
too 'biomedical providers', I mean doctors, midwives, nurses, and other medicall personnel trained in biomedicine. Ethnomedical (service) providers are
thosee healers trained in the practices of traditional Yoruba medicine, both

STUDYY METHODOLOGY

35 5

naturall and spiritual. In Chapter 3,1 pay due attention to the different type of
Yorubaa traditional healers.
Thee interviews with biomedical and ethnomedical providers and their clientss were concentrated on Lagos Island, the heart of Lagos metropolis (see Box
2.2),, because that is where my networking brought me. Other clients and the
womenn who provided information via in-depth interviews came from all over
Lagoss metropolis. I conducted some in-depth interviews in my house and others
inn the interviewees' homes. Table 2.2 gives an overview of the different groups
off interviewees in the exploratory phase.
Tablee 2.2.

Interviews in the exploratory phase (October 1996-June 1998)

datadata collection method and study population

number

specification

In-depthh open interviews with women

77

Number o f interviews per woman
rangedd from 1 t o 10; interviews were
onn all aspects o f fertility regulation and
Yorubaa culture

Shortt open interviews with women who
hadd infertility problems

299

27 in clinics o f traditional birth
attendants,, 2 in community

Shortt open interviews with women

511

The research assistant conducted
interviewss with traditional birth
attendants'' clients and in the
community,, on fertility regulation
practicess and perception o f service
providers s

Shortt open interviews or natural
informall conversations with biomedical
providers s

88

Doctors, matrons and mid wives o f
Lagoss Island Maternity Hospital were
interviewed,, mostly in multiple sessions

In-depthh open interviews with
ethnomedicall providers

66

Multiple interviews with three
traditionall birth attendants in Lagos
Islandd in their clinics, with one babalawo
(Ifaa priest), one elewe omq (herb seller)
andd one woli (priest o f Aladura church)

Semi-structuredd interviews with
antenatall clients o f traditional birth
attendants s

666

Trial o f interview setting

InIn addition to the interviews, the observations were an important source of
informationn in this exploratory phase. Of course, the actual topic of research,
fertilityy regulation practices and in particular abortion, could not be observed.
However,, I did observe the context in which these practices take place. In an articlee about participant observation in demographic research, Van der Geest
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(1998:48)) aptly stated: 'Only by knowing the context do we begin to understand
somethingg about the events'. Being a member of a Yoruba family and living in a
Yorubaa neighbourhood made participant observation a way of life. However, I
alsoo went out to observe. I sat for hours and days in clinics of biomedical and
ethnomedicall providers to observe the clinic routine. Additionally, I visited informantss at their houses. While going there, often on foot, I had the opportunityy to see the living environment in Lagos. Only through observation over a
longerr period can a researcher sense the culture of a place, and differentiate betweenn what is daily routine and what is extraordinary; in other words, what is
normall in the setting and what is exceptional. Through observation, one gets a
sensee of the structure of the relationships between different staff members and
betweenn providers and their clients.
Inn the course of observation, I was able to have my questions answered by
staff,, clients and even just passers-by. I introduced myself as a researcher who
Boxx 2.1. Networking
Howw to start research? How to 'enter' into the community, how to find informants
forr interviews? For me it was relatively easy, after some initial shyness about 'bothering'' people with my questions on topics that they might rather not discuss. Being
marriedd to a Yoruba with a well-known name was extremely helpful in opening many
doors.. Because I was an in-law of the oba (king) of Lagos, I got the initial co-operationn of traditional birth attendants (TBAs). The oba is held in high esteem by traditionall healers, since he is also endowed with much spiritual power. (I like to believe
thatt later, the rapport with the TBAs was also due to their genuine interest in the projectt activities of this study).
Myy in-laws were often the first connection to wider networks of participants for
thee study. At my sister-in-law's house, I met a medical doctor working in the Lagos
Islandd Maternity Hospital who assisted me in getting official permission to interview
clientss and staff. It was also through my in-laws that I got in touch with someone to
teachh me Yoruba, Bola. Bola was a secondary school teacher in Yoruba language
andd culture. Besides being my language teacher, she was an important informant
andd stayed involved in later stages of the research: as an advisor on Yoruba culture
andd as facilitator in seminars with TBAs. Through her I was able to start an education
projectt in the secondary school in Lagos, where she worked.
Biodun,, a 26-year-old married mother oftwo, was my second informant in the exploratoryy interviews. I initially met her as the wife of my husband's mechanic. After
havingg interviewed her several times, she proved to be very interested in the study, resourcefull and ambitious. At her own initiative she introduced me to Baba Rashidi,
theTBAA with whom she delivered, and proved to be a good interpreter, having finished
secondaryy school. Baba Rashidi then introduced me to other TBAs. After some
monthss I involved Biodun in the study as a full-time research assistant. She conducted
interviewss independently, interpreted, organised meetings and in later stages ofthe research,, helped me to enter qualitative information on compilation sheets.
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wantedd to learn about Yoruba customs and practices and especially those relatedd to childbearing and fertility regulation. Depending on the person I was
talkingg to I adjusted the detail, wording and emphasis of my introduction.
Somee of my observations are presented in the 'boxes' throughout this book.
Thee exploratory phase revealed that women and service providers had been
surprisinglyy open in talking about the allegedly sensitive issues such as abortion,
contraceptionn and infertility problems during in-depth interviews. Based on
thesee findings, I was convinced that given a conducive environment, women in
thee community would also be willing to share their experiences of abortion and
otherr fertility regulation practices in a survey setting. I had started the fieldwork
withoutt funding, so it was opportune that during the exploratory phase, the Ford
Foundationn gave me a project grant.71 now had thefinancesto work full-time on
thee study, hire assistants, conduct large-scale surveys, hold seminars and workshopss and make it altogether a bigger study than it could have been otherwise.

Surveys s
Thee survey phase ran from September 1998 to February 1999. The aim of this
phasee was to get an indication of the magnitude of issues, the social distribution
off the findings of the exploratory phase and the strength of the influencing factors.. I also wanted to broaden the location of research to include other areas of
thee Lagos metropolis (beyond that of Lagos Island), as well as rural areas of
Lagoss State. The target sample size I had set was rather large for an anthropologicall study, but I felt it important to have a large sample size because I wanted
too get enough abortion experiences to be able to make some inferences on associations,, for example between subgroups of women and unsafe abortion. I
aimedd for 1,000 abortion experiences. A total of 1,447 women and 39 traditional
birthh attendants were interviewed in the survey phase.
Sampling Sampling
II selected study locations and populations through a combination of purposive
andd convenience sampling, and not by random sampling. I wanted to concentratee on the poorer parts of society because I expected the problems to be bigger
there.. Wealthy women can afford to obtain safe abortions in private hospitals of
highh standard. Therefore, the sample of thefivestudy locations in Lagos metropoliss was purposely biased towards low-income areas. Moreover, the locations
hadd to be relatively easily accessible, safe to work in and with a majority of
Yorubaa residents. Rural areas in Yoruba land are usually low-income, so any
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rurall LGA in Lagos State would have been suitable for meeting that requirement.. In some rural LGAs of Lagos State there has been an influx of other ethnic
groups.. This influx means fewer Yoruba, and additionally, ethnic unrest frequentlyy flares up which makes fieldwork more hazardous and can interfere with
scheduledd data collection activities.
Epee Local Government Area (LGA) was selected to represent the rural area,
becausee it is a relatively peaceful rural LGA inhabited mostly by Yoruba. Epe
town,, the LGA headquarter, is about a one-hour drive from the outskirts of Lagos
metropoliss on a good tarmac road. T h e four study villages in Epe LGA were up
too one-and-a-half hours from Epe town over secondary roads, some of bad
quality.. W e selected villages in each of the four LGA districts; they had to be
accessiblee by car and foot and be inhabited mainly by Yoruba.
Boxx 2.2. Study locations
Thee differences in living conditions between Lagos town and Epe are extreme; they
seemm to be different worlds. Yet, geographically the distance is not far, only about 80
kilometres. .
Isalee Eko, the heart of Lagos Island, is a maze of narrow streets bordered by old
andd often dilapidated multi-storey houses that harbour small shops and workshops
att the ground floor. On the sidewalks, if there are any, or on the edges of the streets,
thee shops display their merchandise. Small traders sell their wares and women sell
cookedd food in makeshift restaurants that are constituted of a small wooden table
andd a bench. An unending flow of women, men and children navigate in between
cars,, push-carts with merchandise and male and female porters with incredible
loadss on their heads. There is a lot of loud music, from eating places, shops, and
fromm boys walking around with 'ghetto blasters' - the radio station of choice is 92.7
FM.. In between these busy narrow streets there is yet another maze of alleys only accessiblee to pedestrians, bicycles, motorcycles and push-carts. Here, it feels like a village.. A large part of life takes place outside the house. Women plait their hair in their
house-clothes,, children eat, women prepare food, dry pepper and sit and talk.
Whenn one peeps through gates along the alleys, one sees peaceful courtyards where
peoplee seem to live outside, amidst their chairs, beds, cooking stoves and utensils. It
iss in this type of setting that many traditional birth attendants have their clinics.
Goingg to relatively tranquil Epe from busy, crowded Lagos was always a relief to
me.. I enjoyed the drive overthe quiet road bordered by bush and farm fields. Epe LGA
headquarterr is an old town, or rather a big village, located on an elevation at the waterfrontt of the lagoon. From several locations in Epe, one has a scenic view over the
waterr and surrounding green. One feels the spaciousness here. Compared to Lagos,
thee streets are wide and the houses are not packed together. However, people may
livee crammed with many others in one big house, in which several families live. Going
too the villages in Epe LGA was even more enjoyable, although travelling the roads
withh numerous potholes was sometimes an ordeal. Villagers mostly live from farmingg cassava and yam, and from fishing. The villages consist of small, scattered
housess built of sun-dried bricks or mud, with roofs most commonly made of corrugatedd iron sheeting, or sometimes thatch. It can be deduced that many villagers are
poorr from the clothes adults and children wear, the state of the houses, the scanty
furniture,, the single bare light bulb and the cooking done on firewood. The friendlinesss and enthusiasm of the villagers, though, was heart-warming.
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Inn Lagos and Epc I selected several health institutions at which I would intervieww service providers and their clients.9 In Lagos it had not been difficult to
selectt a hospital, since there is one main public maternity hospital in the city
centre,, Lagos Island Maternity Hospital (LIMH), also called 'the baby factory'.
Thee traditional birth attendants on Lagos Island, whom I interviewed in the exploratoryy phase, said that they would refer clients to this hospital because it was
goodd and they had an established referral system, using special forms. It was opportunee that LIMH received most of the more serious complications of induced
abortion,, including those from other areas than Lagos Island. Onikan Public
Healthh Centre on Lagos Island, with a busy ANC clinic, was another location I
selectedd for interviewing clients. Epe has no separate public maternity hospital,, but the maternal and child health (MCH) services are part of the general
hospital.. The Lagos State Hospital Management Board (LSHMB) had given me
permissionn to visit any unit and to interview both staff and clients within the
hospitalss and clinics.10
Duringg the exploratory phase I had discovered that traditional birth attendants,, or QIQWIQ wfwf (literally: owners of small children) are the key informants
forr ethnomedical knowledge and practices of fertility regulation. As such, in
Lagoss Island and Epe LGA, I contacted the association of traditional birth attendants.. I selected TBA clinics for interviewing clients both through networking and
onn purpose. I had already been working in Baba Rashidi's clinic in the exploratoryy phase so I continued to work there during the survey phase. Additionally, I
selectedd the clinic of the TBA Sikiru Lawal because he seemed to be more inclined
too combine biomedicine with traditional medicine, which I thought, was interesting.. The clinics at which we did surveys in Epe were of those TBAs who had
askedd us to do so. Their treatments ranged from those of mainly traditional medicinee to an assimilation of biomedicine with traditional treatments.
Tablee 2.3.

Study locations for interviews with women in the survey phase in Lagos and Epe

studystudy locations

Lagos town

Communitiess for Lagos Island
Communityy survey Surulere
Mushinn
Orilee
Ebutee Metta
Healthh institutions Lagos Island Maternity Hospital
forr interviews with Onikan Health Centre (Lagos Island)
clientss
TBA clinic Baba Rashidi (Lagos Island)
TBAA clinic Sikiru Lawal (Lagos Island)

Epe LGA
Epe town: Aiyetoro and Papa
Igbonla
Museju & Mutaku & Egon
Ikosi
Ajebo & Orugbo
Public general hospital (Epe town)
TBA clinic Baba Pupa (Epe town)
TBA clinic Suleiman Junaid (Epe
town)
TBAA clinic Mrs. Olufisayo Ige
(Agbowaa District)
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Wee interviewed all women present in the selected health institutions at the time
off interviews, after asking permission - there was hardly a refusal. For selecting
womenn in the communities, there was no sampling frame, but I gave some instructionss to interviewers. Women were interviewed who just happened to be
around,, either on the street or in their houses. In the villages of Epe nearly all
womenn were interviewed, because the inhabitants are so few. At one location
wee even had to go to a nearby village (Egon) because we could not reach the
samplee target. In areas where there was an abundance of women, I gave instructionss to interviewers to approach women of different ages and socio-economic
strata.. There were only a few women who did not want to participate.
Thee selection of TBAs for interviews was based on their willingness to volunteer.. I introduced the study to TBAs in Lagos and Epe in their respective associationss meetings. We visited and interviewed all TBAs who had indicated they
wantedd to be involved in the study: 22 out of 30 TBAs in Epe and 17 out of 25 in
Lagos. .
DataData collection tools and samples size
Severall semi-structured questionnaires that contained mainly open and some
pre-codedd questions were used to interview women. Some of the instruments
weree developed in stages, with some questions added in later interviews.11 This
iss the main reason that total figures in tables may vary; questions that were developedd later were not put to all women who were interviewed. The surveys
withh women started in antenatal and gynaecology ('gynae') clinics of ethnomedicall and biomedical institutions, and then expanded to the communities.
Wee used three different semi-structured questionnaires, which I will refer to as
thee 'ANC survey' (clients interviewed in ANC clinics),11 'infertility survey' (clientss in gynae clinics) and 'community survey' (women interviewed in the community).. Many questions were similar in the three questionnaires, such as those
aboutt ever-use of contraceptives and reproductive history, but there were some
specificc questions asked to infertility clients and ANC clients on their current experiencess with infertility treatments and pregnancy, respectively. Additional
separatee questionnaires were administered to those women in the three surveys
whoo had experiences or information to share concerning abortion. These additionall questionnaires were on 'unwanted pregnancy not aborted', 'abortion'
andd 'death from abortion'.
Thee 'abortion' questionnaire was also administered to community women
andd clients in public health institutions and TBA clinics in Lagos who were not
respondentss in the other surveys of the present study. I did this because I realisedd I needed more abortion experiences to be able to perform statistical tests,
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andd I was short of the 1,000 experiences I had set as a sample target. By networkingg in the community and from patient files in health institutions, we
identifiedd women who had had an abortion (indicated as TOP, termination of
pregnancy,, in patient files) and interviewed them. These women specifically interviewedd on their abortion experiences are not included in calculations of the
prevalencee of abortion. They constituted the additional 349 who answered the
'abortionn questionnaire' and made the total of women reporting one or more
abortionss 652. Together, these 652 women had had 1073 abortions. At this
pointt I would like to draw attention to the fact that the total number of respondentss of the community survey is the same as the total number of women interviewedd about abortion experiences, because the overlap in numbers might be
confusingg to the reader. This occurred purely through coincidence; they are not
thee same women, except for the 157 respondents of the community survey who
hadd an abortion and thus answered the abortion questionnaire.
Off the women in the community survey, 106 had known a woman whose
deathh had been caused by induced abortion and answered the 'death from abortion** questionnaire. Table 2.4 explains the study populations of women in the
surveyy phase and the additional questionnaires that were administered to them;
thee table serves as a point of reference for the rest of the book.
Tablee 2.4.

Number o f women interviewed in the survey phase by study population and location,
withh number o f additional questionnaires on specific topics administered t o them
additionaladditional questionnaires

unwanted unwanted
pregnancypregnancy not deathdeath from
locationslocations in Epe
abortionabortion
abortion
studystudy population andand Lagos samplesample sizeaborted aborted
22

24 4

367 7
(Lagos:: 179;
Epe188) )

74 4

122 2

652 2
(Lagos:: 283;
Epee 369)

103 3

1577

Infertilityy clients
(Infertilityy survey)

Clinicss ofTBAs
andd public
health h
institutions s

69 9
(Lagos:: 36;
Epe:: 33)

ANCC clients
(ANCC survey)

Clinicss ofTBAs
andd public
health h
institutions s

Communityy women 144 communities
(Communityy survey)
Womenn who had
abortionss (not in
onee o f the three
surveys) )
Total Total

Communities, ,
TBAA clinics,
publicc health
institutions s

349 9

349 9
(Lagos:: 348;
Epe:1) )
1447 1447

106

779 9

652652

106
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Thee socio-economic background of women in the public and TBA antenatal
caree clinics is reasonably representative of the married female population (only
6%% of ANC clients were single). I base this conviction firstly on the fact that the
vastt majority of married women will get pregnant. The second reason is that
thiss study found that most women use a combination of public, private and traditionall services for ANC; only the rich, of whom there are very few, may
uniquelyuniquely attend the high-quality private institutions for ANC treatment. However,, although representative for married women, the ANC survey was not usefull to calculate prevalence of all variables I was interested in, because these
wouldd be atypical among ANC clients. For example, all ANC clients by definitionn are pregnant, most are married, and they do not presently have infertility
problems,, although they might have had problems sometime during their lives.
Wee obviously could not ask them about current contraceptive use and present
wishh for pregnancy.
Gynaee clients, on the other hand, were only married women with current
infertilityy problems, and I didd not consider them representative of the general
marriedd female population. I did not, for example, include them in the calculationn of prevalence of ever-use of contraceptives, since women with infertility
problemss would mostly be non-users; I also did not include them in the calculationn of the prevalence of abortion, although many of these women had had
abortions. .
Thee women interviewed in the community survey are representative of the
generall Yoruba female population. With the findings of this community survey
II could therefore determine the distribution of all variables. The ANC survey
couldd be used (in addition to the community survey) to calculate prevalence of
ever-usee of contraceptives, unwanted pregnancy and abortion (but not of for
examplee current use of contraceptives and ever infertility problems).
Inn Appendix A, the profiles of the study populations of the three surveys can
bee found, including their age group, religion, educational level, present occupationn and marital status. The ages of women in the three surveys ranged from 15
too 49, with slightly more Muslim women than Christian, about half who went
upp to secondary school, and about 60% being presently engaged in petty tradingg or crafts. In the community survey 72% of the women were married, 25%
singlee and 3% widowed or divorced.
Inn addition to the women interviewed, 39 in-depth interviews were conductedd with TBAs (22 in Epe and 17 Lagos), from September 1998 to February
1999.. The question guide we used for these interviews was developed from the
experiencess of multiple interviews with the three TBAs in Lagos in the exploratoryy phase of the study.
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StructureStructure of data collection instruments
Thee way of sequencing the questions, the neutral way the questions were
framedd and the use of filter-questions established rapport between respondent
andd interviewer and facilitated reliable answers. In the surveys we asked questions
onn all fertility regulation practices, including contraception, infertility treatment
andd abortion. In the ANC survey we added questions about delivery care.
Questionss on abortion were asked in two ways. Abortion came up relatively
earlyy in interviews when discussing the woman's socio-economic, educational
andd reproductive background. We asked questions about the number of pregnancies,, the number of children alive presendy, the number of spontaneous
miscarriages,, stillbirths, ectopic pregnancies, children who died and the numberr of induced abortions she had had. The interviewer had to check whether the
'pregnancyy wastage' and children who died tallied with the total number of
pregnanciess reported, but was instructed to not point it out when it did not add
upp correctly. Towards the end of each questionnaire, filter-questions were used
too again introduce questions on abortion. First the woman was asked whether
shee ever had a pregnancy that she was not ready for at the time she found herself
pregnantt - this was counted as an unwantedpregnancy? If she had such an experience,, she was asked in an open question what she did with this pregnancy.14
Shee may have continued the pregnancy and coped with the situation, tried in
vainn to abort it, or successfully terminated the pregnancy. If the woman had not
reportedd in the beginning that she had an abortion, the interviewer adjusted the
firstfirst question on abortion." We asked the interviewee an additional set of questionss on each abortion experience (if she had more than one). Questions included
herr age, schooling and marital status at the time of the abortion, the reason for
thee pregnancy to be unwanted, method of abortion, month of pregnancy,
whomm she involved, complications and how she reacted to them and contraceptivee use before and after abortion. (Appendix B presents some of the data collectionn tools developed for and used in the study.)
Thee time needed to administer the questionnaires varied, depending on the
experiencess of the respondent with fertility regulation. It ranged from about ten
minutes,, in the case of a girl who had not yet embarked on sexual relations, to
moree than an hour for a woman with many experiences of fertility regulation.
Interviewers Interviewers
Forr the surveys with women, I employed several female interviewers. It was
quitee easy in Lagos State to find experienced interviewers who were fluent in
spokenn Yoruba and English and could write in English.' I initially contacted
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potentiall interviewers through networking and through the public health institutionss where I had been working in the exploratory phase. Of decisive importancee in selecting and training interviewers was their attitude. It was important
thatt they had an open mind about induced abortion and other sensitive issues,
andd an open approach towards people of lower socio-economic status and towardss traditional healers. I only wanted to employ interviewers who did not feel
inhibitedd while discussing these sensitive topics. Many interviewers had to
overcomee their own initial taboos and feelings of embarrassment. Moreover,
theyy had to radiate empathy for people and be able to adjust to the respondent's
mannerismss (in way of talking, approach, dress, etc) in ways that would make
respondentss feel comfortable.17 Interviewers of TBAs had to show respect towardss them and their practices, something that many biomedical staff had troublee with. Some interviewers possessed the required qualities 'naturally', some
acquiredd them in the special training I conducted for the community surveys,
whilee others could not adopt them and had to be dismissed as interviewers.
Onlyy females conducted the interviews with women, whereas a male interviewerr was also employed to interview TBAs (who are predominantly male). In
thiss phase, I contracted a co-researcher, Grace, a nutritionist (MSc) with extensivee fieldwork experience, to co-ordinate the fieldwork in Epe.1
Thee interviews with infertility clients, ANC clients and TBAs that had more
qualitativee questions than the interviews with women in the community survey
weree conducted by five experienced female interviewers and one male interviewerr (for the TBA interviews), who were trained 'on the job'. We trained five
additionall female interviewers to assist the more permanent interviewers in
conductingg the interviews for the community survey, because this had to be
donee in a limited period of time to make full use of expensive transport arrangements."" Grace and I supervised the interviewers during the community survey.
ValidityValidity of survey data 2"
Besidess the possible intentional underreporting of abortion by respondents, the
definitionn of abortion used in this study might slightly distort the actual prevalencee of abortion. The study definition of induced abortion is 'all pregnancies
thatt were reported by the respondents to have been aborted'. This definition
couldd lead to unintended reporting errors in situations where women reported
terminationn of a suspected pregnancy when they were not pregnant at all. Unintentionall underreporting might also occur when the woman had a spontaneous
abortion,, i.e. miscarriage, after an unsuccessful attempt to terminate the pregnancyy (20% of pregnancies normally end in spontaneous abortion). Pregnancy
testss are not common among Yoruba women, and we did not ask interviewees
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consistentlyy if they had done one. These unintentional errors cannot be
avoided,, but the reported attempt is what is important to this study of abortion.
Otherr mistakes in reporting, partly unintentional and partly intentional,
mayy be errors of recall (if they had abortion, when, how many, using which
methods).. I think the recall error is not large in this study because an abortion
doess not seem to be an experience that a woman easily forgets, even if it occurredd years ago. For most women, abortion can be considered as one of the
majorr events in her life, especially if it was a traumatic one. It is not a routine experiencee (except perhaps for the few women who had numerous abortions).
Nearlyy all women who reported an abortion could immediately recall the year it
happenedd (in the same way they remembered the years in which their children
weree born) and often even volunteered the month. Interviewers seldom got the
answerr 'don't know' to any question, which is what one might expect when a
respondentt cannot remember what or when things happened.
Anotherr problem in validity may arise if the study definition does not cover
alll abortions. This could be the case when the researcher and the interviewee
definee abortion differendy. An example we encountered was that some women
reportedd that they took methods, usually drugs, to bring back a missed menstruation."" When these women were asked whether they thought they were
pregnantt or not, some of them said they were not sure. These women could
havee been pregnant and therefore the 'bringing back of menstruation' would
medicallyy be an abortion. These reporting errors could be either intentional,
wheree the respondent used menstrual regulation as a euphemism for abortion,
orr unintentional, since she considered menstrual regulation to be different
fromm abortion. The impression was that women did not use menstrual regulationn as a euphemism for abortion, because the same woman who mentioned
thatt she had had an abortion also mentioned that she had regulated her menstruation.. When an interviewee did not term it abortion, the study did not
countt it as such. The numbers of menstrual regulation practices that could have
beenn abortions were so small that they would not influence the overall picture
off abortion."
II believe that in the present study, the structure of the data collection instrumentss and the high quality of interviewers contributed to low intentional
underreporting.. The impression of the interviewers that most women were
willingg to share their experiences of induced abortion reinforces the perceived
validity.. The problems related to abortion are increasingly acknowledged to be
widespread,, and women may have felt they could contribute to the solution of
thee problems by sharing their experiences.
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Participatoryy action research
Thee participatory action research phase, which took place mainly from January
too July 1999, was the most interesting and rewarding part of the study for me.
Thee aim was to validate the survey data with different stakeholders by asking
themm whether they considered the findings to be true reflections of reality.
Likewise,, this phase intended to deepen the understanding of issues raised in
thee first two phases and to involve stakeholders in finding solutions to the identifiedd problems, as well as informing and educating participants on topics they
wantedd to learn about. The study methods included feedback of the study findings,, discussion of the findings, focus group discussions, group work, role-play,
dramaa and story writing. All these methods intended to raise participants' consciousnesss of their individual and collective knowledge, opinions and practices.
Thee methods also helped to make sensitive topics, such as abortion, more open
too discussion. Moreover, these methods served to educate and empower participantss by providing them with information and making them suggest for themselvess what they can do about their needs and problems. Participatory sessions
tookk place with groups of secondary school youths, members of communities
inn which the community survey was carried out, traditional birth attendants
andd biomedical staff and managers of Epe and Lagos.
CommunityCommunity seminars
Wee conducted five feedback sessions in the villages of Epe LGA where the communityy survey took place. These sessions were announced during the time of
thee survey, and in January 1999 a date for the 'community seminar' was set with
eachh community. The community seminar lasted about three hours. The communityy leaders were asked to organise their community to attend, irrespective
off whether members had participated in the survey or not. The sessions consistedd of a presentation of the study findings to all who wanted to listen, after
whichh questions could be asked. I conducted the presentation in English, which
wass translated into Yoruba by one of the health staff members. The big group
thenn split up and we conducted focus group discussions (FGDs) with five differentt groups: women of childbearing age, women past childbearing age, men of
alll ages, girls and boys. In each group there were between 10 to 18 participants.
Thee FGD participants tried to find explanations for, and gave different perceptionss of survey findings, and discussed suggestions for improvements of identifiedfied problems of unwanted pregnancy, unsafe abortion and infertility. Facilitatorss and note-takers for the FGDs were five project staff (the five permanent
interviewers)) and five LGA health staff. Three of these LGA staff were those who

STUDYY METHODOLOGY

49 9

hadd been involved in the study since its initial stage in Epe; two were added
fromm the health institution nearest to the specific community. The community
seminarss were well received by the community members and the LGA health
staff.. The enthusiasm and seriousness that women, men, girls and boys displayedd in discussing the issues was the most notable aspect of the meetings. The
communityy activities were big events for the villagers and researchers, which
endedd with drinks and snacks for the FGD participants, but which were enjoyed
byy the whole village.
WorkshopsWorkshops with traditional birth attendants
Betweenn February and May 1999, three one-day workshops took place with 30
TBAss in Epe, and three one-day workshops with 21 TBAs in Lagos. Most of
thesee TBAs had been respondents in the interviews for the present study. The
ideaa for these workshops arose after attending their monthly association meetingss in which they expressed a wish for training. I thought it would be good to
combinee training with giving feedback on, and discussion of, the in-depth interviewss and survey findings. So, morning sessions were intended to collect
moree information for the study, mainly on the TBAs' perceptions and treatmentss for fertility regulation, and on their perceptions of and relationships
withh biomedical service providers. In groups, they discussed the topics and performedd drama and role-play.2' Role-play and drama were intended to find out
moree about attitudes, behaviour, communication and referral between ethnomedicall and biomedical providers, especially since both sides consider these to
bee problematic. TBAs proved to be extremely able in preparing and performing
sceness of drama and role-play. The afternoon sessions were mainly for educationn on topics of their choice.14
Facilitatorss for the workshops were the five project staff who had also conductedd the interviews for the surveys. In Epe, they were supported by two LGA
staff,, and in Lagos, by two LGA health staff and one staff member from the
Lagoss Island Maternity Hospital.25 One of the reasons for involving these local
biomedicall service providers was to ease the generally poor relationship betweenn ethnomedical and biomedical providers through creating more knowledgee and understanding of one another. A fortunate outcome of the workshops
wass the improved rapport between the TBAs and the health staff facilitators,
whichh had not always been good, as the following part of my research diary on
thee first workshop in Lagos indicates:2
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Startingg was a bit slower than in Epe. People trickled in the room. When I
came,, three female TBAs were sitting there already. I was worried about the attitudee of some medical staff, who did not even greet the TBAs when they came
in.. The medical staff grouped together at one table and the TBAs at the other
table.. I went to sit at the TBA table and when we started the programme I asked
everybodyy to mix. Some did so reluctandy, but it eased the tension. One of the
LGAA staff commented at the evaluation session of the day with facilitators that
hee never knew that TBAs were so clean, which illustrates the prejudices.
SexualitySexuality

club

'Sexualityy club* was the name the students of Ilupeju Secondary School gave to
thee education project in their school. 17 T h e objectives of this education project
weree to explore students' knowledge and perceptions of sexuality and of practicess of fertility regulation, to let them identify and analyse perceived needs and
problemss and to have them express how they would like their problems to be
addressed.. In total, we had eight sessions between February 1997 and December
1998.. In 19971 started to work with students of senior secondary school, class 1
(SSSi).. Each of the 92 girls and 104 boys completed a self-administered questionnairee with open and pre-coded questions, which explored their knowledge
andd perceptions of sexuality, and also their level of mastery of English writing
skills.. T h e tool included some 'finish the sentence questions', inspired by Bleek
(i976:i68-i77).* 9 9
Originallyy I only had room for 50 students in the education project. However,, it proved impossible to select students, because the majority of the nearly
2000 students who had filled out the questionnaire wanted to be participants. 30
Soo the group was split up, such that during a project day we did three to four
shiftss of one-and-a-half hours on the same topic. (This was the timeslot allottedd to us by the principal, because we worked during school hours.) A session
usuallyy started with feedback and questions about the previous session. Then,
afterr an introduction, the whole group broke up into subgroups to do group
assignments.. Students could choose whether they wanted to break up in mixed
genderr discussion groups or not. During the sessions, they discussed diverse
topicss including the problems of youths, contraceptives, sexual relationships,
unwantedd pregnancy, abortion and sexually transmitted diseases. They made a
groupp report of their work. Each group chose a chairperson and reporter, facilitatorss were just around to clarify questions and keep time, not to lead the discussion.. Some days, students were asked to fill a short self-administered questionnairee of just five to ten questions, through which we tried to establish the
distributionn of certain ideas that had cropped up in the group work.
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Thee days ended with a lecture on a topic of their choice," which also paid attentionn to aspects I deemed necessary, such as unreliable contraceptive methods
andd unsafe abortion. The lecture was given either by a facilitator or by me. Studentss received handouts on all lectures. The four facilitators differed per session,, depending on the topic. In three sessions we distributed a bulletin 'Your
questions,, our answers', which proved popular. These contained some of the
questionss that students had given me on a slip of paper. (I had advised them to
doo so, if they had a question they were too shy to ask in class, or for another reasonn did not want to ask publicly.) The last activities in the 'sexuality club' were a
posterr design and an essay writing competition. The students had to write a
truee or realistic story about a schoolgirl who had an induced abortion. This was
ann extremely useful tool, especially to find out how students become involved
inn sexual relationships, their feelings when faced with a pregnancy and whom
theyy involve in their decision-making to abort. In total, the students wrote 106
stories. .
WorkshopsWorkshops with biomedical staff
Thee last data collection activity of this phase of the project was two one-day
workshopss with health staff, one in Epe and one in Lagos, which took place in
Junee 1999. The goals of the workshops were to present the study findings, let
thee participants identify and analyse the problems and make recommendations
onn how to address them. The days started with participants filling out a self-administeredd questionnaire with questions mainly about their opinion of abortionn under certain conditions and of contraception for certain groups of
women.. This served as a baseline to evaluate whether the workshop had made
stafff opinions change by the end of the day. After written and oral presentations
off the study findings in the morning, the remainder of the day was for group
workk on these study findings, guided by prepared discussion topics on contraception,, induced abortion, youths and TBAs. Groups chose their chairperson
andd note-taker.
Facilitatorss were four research staff who only clarified questions if needed,
butt were not involved in the group discussions. Participants in Epe were 24
stafff members of the State general hospital and of the LGA health office and
healthh centres. In Lagos, 22 staff members participated from Lagos Island Maternityy Hospital and Onikan Health Centre, (which had been locations to intervieww clients in the survey phase), and from the LGA health office and clinics.
Thesee staff were midwives, PHC nurses, health assistants, matrons, community
healthh officers, health educators and medical doctors of various levels, includingg managers.
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Communityy seminar: Focus group discussions with women and with men
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Communityy seminar: Focus group discussions with girls and with boys
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'Sexualityy club' in llupeju Secondary School: Groupwork
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Top:Top: Workshop with traditional birth attendants in Epe
Bottom:Bottom: Workshop with biomedical staff in Lagos
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STUDYY METHODOLOGY

57 7

Casee histories

Duringg all three phases of the fieldwork, I recorded case histories, but in the two
lastt phases, June 1998 to July 1999, this was done in a more systematic way- Biweekly,, Comfort or I checked at Lagos Island Maternity Hospital to see
whetherr any women had presented with complications of induced abortion.
Mrs.. Ekundayo, a midwife from Lagos University Teaching Hospital who has
beenn involved in other abortion studies, also recorded some case histories in
Randlee Comprehensive Health Centre, a public health centre.31 We interviewedd all women with complications who were still in the hospital, for a total
off 41 interviews. The interviews were often done in a series of sessions, dependingg on the seriousness of the case. We used English or Yoruba for the interviews,
butt all reports were written in English. Although I had asked the interviewers to
usee the wording of their respondents, in their (translated) reports, some medical
terminologyy still slipped in because of their midwife training. I have decided to
presentt the case histories in the first person, although not all of the quotes were
recitedd as such because we did not tape the interviews and, as already explained,
somee interviews had to be translated from Yoruba into English. Nevertheless, I
havee tried as best as possible to capture the words, expressions and tone the
womenn used during their interviews. I made this stylistic choice because the use
off the first person makes the histories more personal and immediate than they
wouldd have been if presented in the more detached third person.
Thee case histories recorded in the hospital were intended to get more detailed,, recent and in-depth information on abortion experiences. These cases
aree neither representative of all abortions in the community, nor of all abortion
complications.. The survey data of the present study indicate that certain groups
off women aborting have complications more often than others, due to the abortionn methods they used, and moreover, some groups stay at home when they
havee complications, whereas other women go straight to the hospital.
Althoughh women with abortion complications in the hospital were usually
quitee willing to share their experiences, it was not always easy to get their historiess (see Box 2.3). Sometimes I felt uneasy about intruding in someone's life and
preyingg on someone's misery. Sometimes women were reluctant to talk about
theirr experiences that had brought them to such a deplorable state. The biggest
differencee with the past abortion experiences recorded in the surveys and those
takenn at the hospital was that here, the complications were recent experiences.
Thee woman had to cope physically and emotionally with the problems at that
momentt in time. Their stories often made me feel helpless and angry.
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Research diary

Friday,Friday, X' October 1998
Chieff m a t r o n M r s . Ayodeji had already prepared me by tell ing me t h a t there was a girl
w i t hh a very serious a b o r t i o n c o m p l i c a t i o n w h o had come in o n M o n d a y night: She
hadd a perforated uterus and recto-vaginal fistulae. She is a secondary schoolgirl o f
16,, Yahaya. I visit her in t h e C 3 w a r d . She is s i t t i n g sagged in a chair, l o o k i n g very miserable.. She hasa d r i p , a c a t h e t e r a n d a tube in her nose; the table beside h e r b e d i s f u l l
o ff medicines in bottles, boxes and strips. She can hardly t a l k - but it seems she wants
t oo talk t o me. I talk w i t h her f o r some ten minutes. Her English is quite g o o d . I then decidee t o stop a n d continue another t i m e when she feels a b i t better. She has so much
difficultyy tal king w i t h the tube in her nose. Mrs. Ayodeji tells me later t h a t the surgeon
hass not been a r o u n d yet and t h a t they j u s t d i d some 'emergency repair' for the girl. I
feell so sad when I see the g i r l , a typical story a n d the worst you can get. She was
f o u r - a n d - a - h a l ff months pregnant w h e n she realised t h a t she was pregnant. She d i d
nott w a n t the baby, because she was still in s c h o o l , SSS2. She went t o a private hospit a l ,, nine days ago, t h a t she knew a b o u t f r o m a f r i e n d . She had a D&C done. She went
t oo L I M H after being transferred f r o m a n o t h e r private hospital where her father had
b r o u g h tt her because she was passing faeces in her urine. She said her father knew
w h a tt had happened after he heard a b o u t the faeces.
Monday,Monday, 5 " October 1998
Yahayaa is lying in h e r b e d , looking better, b u t still weak. She looks angry, bewildered.
Shee still has all the tubes in her neck a n d a r m . Her sister has j u s t come w i t h a boxful o f
mediciness for her. Yahaya does n o t seem h a p p y t o see me at a l l , the opposite rather.
Maybee n o w she realises more w h a t has happened t o her t h a n when she had j u s t been
a d m i t t e d .. I feel embarrassed l o o k i n g a t so m u c h misery and d o n o t w a n t t o a d d t o it
byy asking her questions i f she does not w a n t t o talk. I tell her I w i l l come back another
t i m e .. The m a t r o n in charge o f the w a r d had t o l d me t h a t she w o u l d n o t be discharged
orr transferred s o o n .
Thursday,Thursday, S" October 1998
Yahayaa is lying in h e r b e d , weak. The d o c t o r s d i d all the ' r e p a i r s ' f o r her, as far as they
;;
c o u l dd in this h o s p i t a l . Maybe n o w she needs t o go t o the general h o s p i t a l , she says.
Shee seems t o be preoccupied w i t h herself a n d her problems ( w h i c h I understand o f
course)) and is n o t f o r t h r i g h t when t a l k i n g t o me. I try t o talk t o her and motivate her,
butt she is still n o t communicative. She answers w i t h 'yes' o r ' n o ' o r ' d o n ' t k n o w ' . She
seemss bored and not interested. She also has difficulty t a l k i n g . In her neck is still the
o p e n i n gg for a d r i p . I feel so sorry f o r her. I do n o t w a n t t o bother her, but still I want to
hearr her story. I try t o motivate her by telling her a b o u t my w o r k w i t h the students o f
llupejuu S c h o o l . H o w i m p o r t a n t it is t o hear the personal experiences o f young girls
likee her w h o had an a b o r t i o n . H o w in this way she can help t o prevent the same t h i n g
f r o mm h a p p e n i n g t o other girls. I ask her w h a t she heard f r o m her parents and teachers.
'Theyy t o l d me to stay away f r o m boys and d i d n o t tell me anything else', she says almostt aggressively. I feel so angry, t o o , and helpless, I c a n n o t do anything for her. H o w
iss it possible t o fight against ideas t h a t are so strong? But then these have t o change,
becausee they bring so much preventable misery! I explain to her t h a t I do n o t w a n t t o
forcee her to talk and t h a t she is free t o tell me t h a t I s h o u l d n o t come and ask her questionss again. She is reluctant to answer, b u t I repeat the q u e s t i o n . She softly says I
shouldd still come back. A n d I feel happy. I also realise t h a t this may not be her true
feelings,, but it is enough for me to come back a n o t h e r t i m e .
[II d i d n o t have the chance t o see Yahaya again. The next time I came t o the w a r d in
L I M HH where she had been, a b o u t a week later, Yahaya had been transferred t o the
generall hospital in Ikeja, another LGA o f Lagos m e t r o p o l i s . ]
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D a t aa analysis
Dataa analysis and interpretation had to be ongoing throughout the study, as
thiss was inherent to the gradual development of the study methodology. I analysedd and interpreted qualitative information of the exploratory phase (written
inn daily reports) to be able to develop survey instruments.
Inn the survey phase, Biodun and I wrote qualitative information in compilationn sheets. Some of this qualitative information I then categorised and coded.
Gracee and I did the coding on the questionnaires. I employed two data entry
persons,, Ifeoma and Fatima, who worked on the computer in my house to enter
codedd qualitative information and quantitative data in EPI-Info data Hies that I
hadd constructed. Each survey and additional questionnaire had their separate
dataa file, some of them linked. I calculated associations between variables and set
thee significance level at i% rather than 5% to compensate for the non-random
samplingg we employed. With some of the findings I still present possibly significantt associations, at p-values up to 0.05. Before we started the participatory
phase,, I had finished a first analysis and reporting of all survey data. The followingg 'case* from the present study illustrates how important it is to combine qualitativee and quantitative data collection to be able to derive at valid conclusions:
Inn exploratory interviews with women, some women who had one or more
abortionss told me they did not use modern contraception because they preferredd abortion. They had this preference because in this way they would show
too their husbands that they were still fertile and, as they believed, therefore still
attractive;; their husbands would not have a reason to take another wife. The
womenn talked about their abortions very openly and almost seemed to be proud
too have had so many. Based on these exploratory interviews, I constructed the
preliminaryy theory that for Yoruba women pregnancy per se is not unwanted,
butt the birth of a baby is unwanted (Koster-Oyekan 1999:24). However, after
interviewss during the surveys with about 650 women who had abortions and
solicitingg the opinions concerning abortion of more than 500 women, I had to
withdraww this theory. The view women expressed in the exploratory interviewss proved exceptional; I encountered it just a few times more.
II used the report of the first analysis of the exploratory and survey phase for
feedbackk for the different participatory sessions. Let me indicate here that only
inn the stage of final data interpretation and the writing of this book, did I let
'abortion'' play the leading role. O f course the problems that initiated the study
weree unsafe abortion and abortion deaths, but throughout data collection
phasess and especially in participatory sessions, I paid equal attention to contraceptionn and infertility.
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Biodunn and Ifeoma entered most of the huge amount of qualitative informationn derived from the participatory sessions by hand in compilation sheets.
Gracee helped me with a first interpretation of the qualitative findings. Based on
thiss first interpretation of all field data, I wrote a popular booklet on the whole
studyy Fertility regulation among the Yoruba (Koster-Oyekan 2000), which was
intendedd for the participants in the study and for interested persons of Nigerian
andd international organisations."

Limitations s
Theree are some limitations and biases inherent to the study methodology. As
explained,, the research was biased towards the poorer part of Yoruba society,
becausee the problems of abortion mortality were believed to be higher among
thee poor. However, since the majority of Yoruba (as do all Nigerians) belong to
thee poorer pans of society nowadays and the rich are the exception, this bias
wouldd not distort the general picture of abortion in Yoruba society.
Anotherr bias is that I only conducted the study in public health institutions
andd clinics of traditional birth attendants, not in privately owned biomedical
hospitals.. This was partly because of the difficulty in getting access to private institutions,, (we tried several times), whose doctors might not want to expose the
factt that they perform (some) illegal services. The other reason was time constraint;; we were fully occupied with other study activities. However, since, as I
alreadyy indicated, with ANC services and infertility services, many women use
differentt providers at the same time (public, private and traditional), not interviewingg clients in private institutions would not have biased the findings considerably.. Another limitation is that not all data collection methods took place
inn both rural and urban areas. We only conducted FGDs with community
groupss in Epe, whereas the education project with secondary school students
andd interviews with women with complications of induced abortion occurred
onlyy in Lagos. This was not intentional, I only realised it to be so after the final
dataa analysis. However, since the study used triangulation of data collection
methods,, this unintentional bias was not an insurmountable problem. On the
variouss sub-topics, I have sufficient information from different data collection
methodss to be able to make comparisons between urban and rural situations.
AA further limitation is that I might not have paid enough attention in exploringg the views and experiences of men. I had FGDs with male groups, about
halff of the secondary school students were boys, and most TBAs are males, but
noo in-depth interviews or surveys were conducted with men in the community.
Onee explanation for concentrating on women in the data collection is, of
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course,, that only females can physically experience abortion and its physical
complications.. Since this is an applied study of a health problem, with intentionss to give recommendations about how to solve the huge problems related to
andd resulting from abortion, I approached the problems from the lived experiencess of women, and therefore mainly interviewed women. In their histories
theyy also describe whether and how others, including parents, husbands and
partnerss featured in these experiences. Interim analysis of findings showed that
inducedd abortion is usually a decision by a woman without the involvement of her
partner.. I allowed myself to be guided by this non-involvement reported by women
andd excluded any questions about men's opinion on it. Thus, although I did pay
attentionn to the males' perspective and their involvement in abortion matters,
thiss was in general, not inquiring after their personal experiences with possible
abortionn of their girlfriends, wives or daughters. However, because the experiencess of women are contextualised in the prevailing gender relations, it is not
'just'' a study of women, but of females as a gender, i.e. in their relations to men.

Reflections s
Inn critical anthropology, of which this applied study is an example, the researcherr should reflect on and make explicit her/his position, including paradigmaticc standpoint and relationship vis-a-vis the subjects, because this positionn will influence data collection during fieldwork and will inevitably colour
thee ethnographic writing (see also Lamphere et al. 1997:5).
Too make my position clearer, I want to end this chapter with reflections on
quotess of my two study supervisors that relate to the methodology of this study
andd to my position within the research. Van der Geest (1998:52-53) wrote, 'Each
fieldworkk experience and each interpretation of data is filtered through the
mindd and heart of the researcher' and'... expressing personal views and feelings
mayy reach a deeper level of mutual understanding and appreciation [between
researcherr and researched]'. I have attempted to make explicit how in this study
off abortion I tried to be open in my mind by not having assumptions that
wouldd bias data collection and interpretation. However, I was not impartial,
myy heart was always with and on the side of the women who suffered from
problemss related to abortion. As a wife of a Yoruba man, I shared many of the
experiencess with my informants as far as relationships with husbands and inlawss are concerned, and could therefore understand their situation better than
iff I had not been part of their society. The in-depth interviews I conducted with
Yorubaa women were especially characterised by an exchange of experiences
ratherr than just a question and answer session. My positions were multiple,
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referringg to my sense of identity as well as how others would look at my position.. Sometimes my many roles as outsider, insider, researcher, friend, trainer,
employer,, family member, wife, member of the royal family, mother and white
womann conflicted, and I had to juggle the different roles to suit the context.
Evenn within my role as a researcher I had different roles: quantitative, qualitative,, trainer and health educator.
II have been questioned on how the fact that in participatory sessions I also
'intervened'' by giving health education influenced the information given by
participants.. For various reasons, I think the effect is minimal. Firstly, I tried to
circumventt any bias by scheduling the education part at the end of sessions, afterr I had explored knowledge and ideas concerning specific topics. Secondly, especiallyy with traditional birth attendants, the preferred lecture topics were not
thosee of this study. Thirdly, interviewers answered the questions of informants
(forr example on contraceptives, and infertility problems) as much as possible at
thee end of the interview and possibly referred to appropriate services. Even if
thee education and information we provided slightly influenced the collected
data,, I think this has to be accepted, because not giving information to participantss would be ethically wrong. Corlien Varkevisser, my other supervisor,
pleadedd for this approach when she talked about participatory studies in AIDS,
whichh combine data collection with intervention. She stated: 'Face to face with
aa fatal condition, one cannot stay impartial' and 'Informants who express a
needd for information, counselling or treatment can be referred to services'
(Varkevisserr 1998:90). In the present study the giving of information and the reactionn of participants to it were part of the research process.

CHAPTERR 3

YORUBAA SOCIETY

'Yoruba** are not a homogeneous, sharply defined ethnic group. Nevertheless, in
thiss book I use the term 'Yoruba' to refer to the persons and 'Yoruba land' to referr to the areas in Southwest Nigeria where 'Yoruba' live, because that is the way
Nigerianss refer to them.1 Therefore, I will omit the inverted commas from now
on.. Yoruba are considered to be clearly distinct from other people in Nigeria
suchh as Ibo in the East and Hausa who live in the North.2 Numbering about 20
million,, numerically they are one of the largest single ethnic groups in Africa
andd constitute about one-fifth of the Nigerian population of 106 million
(Bellamyy 2000:86).

II have had the opportunity of living closely with Yoruba for a considerable
periodd of time. I worked in Lagos for seven years with many Yoruba colleagues;
myy work there also took me to different parts of Yoruba land. Additionally, I
wass married to a Yoruba for twelve years. I have learned to appreciate the
Yorubaa people as being resourceful, optimistic, ambitious, and proud of their
historyy and their culture. They enthusiastically adhere to their traditions,
againstt the pressures of modernisation and globalisation and despite widespreadd Christianity and Islam. This is not to say that it is a static culture. Yoruba
aree a pragmatic people, who adjust to modernity and assimilate parts of other
culturess without losing their identity. The description of Yoruba society in this
chapterr is based on literature, explanations of Yoruba informants, and my experiences,, of which some more personal observations and impressions are specifiedfied in boxes throughout the book.'

Historyy and religions
YorubaYoruba history
Thee stories about Yoruba origins are tinted with both the legendary and the
vague.. Some stories trace Yoruba as a distinct ethnicity to migrations of people
fromm the Middle East. Some regard their origin as the result of contact between
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indigenouss African forest people and people from the dry regions beyond the
Nigerr River (Lawson 1984:50). However, the nearly thousand-year-old city of
Ile-Ifee (in present Osun State) is generally accepted as their common spiritual
home,, with Oduduwa as the founder of the Yoruba people. All Yoruba call
themselvess 'sons of Ododuwa'. According to history, the different types of
Yorubaa originate from Ododuwa's seven sons, who populated the different
placess from Ile-Ife (Peel 1968:19).
Yorubaa were an important ethnic group by the end of the 15' century. They
foundedd the old Oyo Empire that reached the height of its power in the 18th
century.. Yoruba speak a common language that belongs to the Kwa-group of
Westt African languages (Eades 1980:4), but they actually consist of a number of
sub-ethnicc groups who live concentrated in different geographical areas, with
theirr own (mutually understandable) dialects. 4 Informants' statements in exploratoryy interviews confirm the differences between the sub-groups:
Thee differences between Yoruba sub-tribes [Nigerians mostly used the term
'tribe'' when indicating different ethnic groups] are the dialects and use of language,, 'tongues of speaking', although all Yoruba can understand each other.
Theree are also differences in the culture and traditions, such as different modes
off dressing, the Ofoke [woven cloth] they wear and the ways of plaiting their hair.
Somee sub-tribes have specific tribal marks by incisions on the skull or cheeks.
Lagoss Yoruba are arrogant, because their land is fertile. They have money and
feell in charge of the worid. They look down on others, that they are bush-people,, not exposed to anything, even if they have gone to school. In Lagos everybodyy is well dressed, even if they are poor. Ijebu Yoruba are also exposed; they
aree hard working. Kwara, Ekiti, Ondo and Oyo Yoruba are more uncivilised, unexposed.. You see it in the way they dress, and meet people in public it is the same
forr urban and rural areas. People in Kwara are masters in preparing charms.
Inn Lagos State, the different Yoruba were originally Ijebu, Awori, Egba and
Egun.. W h e n Lagos became part of the British colony in 1851, the Saro (slaves
fromm Sierra Leone, who were originally Yoruba) and Amoro (Yoruba slaves
fromm Brazil and Cuba) who returned to Africa also occupied the land. In 1914
Lagoss was proclaimed the capital for the whole country and remained this after
thee colonial period ended in i960. Many people from different origins, other
thann Yoruba, migrated to Lagos, which had developed as the main port of
Nigeria.. T h e oldest and most densely populated area of Lagos Island is Isale
Eko,, where most of the fieldwork for the present study took place; it resembles
thee towns all over Yoruba land and is inhabited mainly by Yoruba (Eades
1980:14-16). .
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ReligionsReligions and world-sense'
Thee Yoruba (traditional) religion acknowledges one supreme God, Olodumaree or Olorun (literally: owner of the sky), and up to about 400 orisa (deities).. Olorun is the chief source of power. He is also the most remote and can
neverr be approached directly. There are no priests or shrines for Olorun and no
sacrifices.. The orisa represent the level that is approachable by humans through
theirr priests. All orisa have their special priests and shrines all over Yoruba land.
OrisaOrisa can be considered Olorun's delegates (Lawson 1984:57). Each patrilineagee has a specific orisa associated with it that all members have to worship.
Besidess orisot lineage ancestors may also be objects of worship. Deified ancestorhoodd is conferred to those who have performed their duties to the society well,
havee attained a ripe old age and are considered to have lived successful lives. A
lifee cannot be successful if the deceased has not left children (Babatunde
1992:50;; Gbadeges in 1991:88). Ancestors have their annual festivals and their
descendantss must honour them with specific ceremonies and offerings. If the
descendantss fail to do so, the protective and benevolent ancestors can turn on
theirr descendants and cause misfortune, disease and death (Gbadeges in
1991:89;; Lawson 1984:62-63). The ancestors are thus the guardians of morality
inn the family circle, because they are believed to punish deviant behaviour.
Yorubaa believe in predestination, which is considered to be a combination
off individual choice at birth and endorsement by the creator (Gbadegesin
1991:47;; Lawson 1984:60). Orunmila, one of the deities, is present at the creationn of every human being. The spiritualists {babalawo) who can communicatee with this deity can 'see' the destiny of a person by consulting the Ifa oracle
throughh which Orunmila 'speaks'. Often new parents will consult a babalawo
too find out about their baby's destiny. Imasogie (1985:51) explains that the
Yorubaa belief in destiny is not necessarily unchangeable predestination, but
ratherr resembles a blueprint that requires effort to bring to fruition. Various
forcess that may thwart a person's destiny include witches, orisa and sorcerers.. A
womann in an exploratory interview explained a person's destiny as follows:
Peoplee pledge at birth to Olodumare, the supreme God, what they are going
too do with their lives on earth. Orunmila, who is next to Olodumare, is the
witnesss of the pledges, and thus he knows what is in everybody's destiny. Evil
peoplee can block your destiny. The Ifa oracle represents Orunmila. When
Orunmilaa lived on earth, he always used Ifo, a small God. Orunmila was then
knownn as baba Ifa (father of Ifa). When Orunmila was leaving earth, Ifa stayed
behindd to represent him. People can hear from Olodumare through the Ifa oracle.. Babalawo know how to consult the Ifa oracle. Orunmila left this oracle
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thatt is always 16 in number, it may be certain wooden beads on a string or
cowryy shells. If you have any problem and consult the I fa oracle, it will tell you
iff you pledged it [having the problem, for example infertility or bad luck] at
birthh or not. If you pledged it, it cannot be changed, if you did not, you can try
too change it.
Yorubaa also believe in reincarnation. T h e spirits of persons who have lived and
diedd may come back in a new baby, usually to someone in the same extended
family.. T h e spirits seem to be gendered, because spirits of female ancestors usuallyy come back to girls and male ancestor spirits to boys. Gbadegesin (1991:51)
explainss that with every reincarnation, the spirit chooses and acquires a new
destiny.. Several informants told me that the spirits of aborted babies would not
reincarnatee anymore. T h e family knows if an ancestor has returned because of a
physicall or character resemblance, dreams in which an ancestor makes his/her
willl known or through divination for the new born baby or the mother during
pregnancyy (Bascom 1969:71). A woman in an exploratory interview elaborated:
Ann old spirit can come back to the child to be born. You can recognise the old
spiritt by birthmarks on the baby's body. The names given to these children indicatee that an ancestor has been born again; for characteristics indicating the
spiritt of the mother Iyabode, Yetunde, Yewande, Yejide, Yeside, meaning
'motherr has come back', and for father Babatunde, Babajide 'father has come
back'.. When these children are young, between two to four years of age, they
'remember'' that they were born again and would say things like, 'Do you
knoww who I am, I am your mother'. When they are over five, they have forgottenn their past lives on earth. When a woman had a child that died before the
neww baby, the spirit of the older baby will come to new baby who would be
calledd Omotunde, the child has come back.
Yorubaa religion is inseparable from other areas of life. It pervades family affairs,
politics,, health care and the economy. Heads of families (olori fhi), of areas
(baalf),(baalf), and towns {gba) all have ritual responsibilities at their respective levels.
T h ee oba are also invested with religious power because all such rulers are believedd to originate from Ife (Lawson 1984:55). Unlike the world religions that
havee reached the Yoruba, the Yoruba religion knows no evangelisation. H o w ever,, slaves and immigrants have exported Yoruba religion to places outside
Nigeria,, for example to Brazil and the United States. Scholars point out that
thee traditional Yoruba religion can assimilate other religious doctrines or parts
off these because it is naturally open and syncretistic. It allows great variation of
interpretationn and individual choice and tolerates anything that promises benefitt (Gbadegesin 1991:102-3; Lawson 1984:55; Peel 1968:26).
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Twoo world religions, Islam and Christianity, are important in Yoruba area
today.. Islam probably came to Yoruba land around the middle of the eighteenth
centuryy through itinerant Hausa traders, and spread out from the mid-nineteenthh century through traders and itinerant mallam. Mallam were wandering
preachers,, who also prepared medicine, performed divinations, taught Arabic
andd organised congregations of Muslims. Mallam nowadays are normally setded,, but continue to perform the same activities.
Christiann missions were established in Yoruba land from the middle of the
nineteenthh century (Peel 1968:46-48). Yoruba belong to different Christian denominations,, orthodox mission churches, (including Catholic, Methodist,
Baptistt and Anglican), Pentecostal churches or African independent churches.7
Onee of the biggest of the African independent churches is the Yoruba Aladura
(literally:: owners of prayer) movement with more than a million members.
Thesee are syncretistic churches that combine elements of the traditional
Yorubaa religion with orthodox Christian dogma. Followers believe that God
alwayss answers their prayers and that dreams and visions are sources of informationn and direction (Lawson 1984:78). Aladura churches date from the end
off World War I and gained in size following Nigeria's independence in i960.
AladuraAladura is a generic name for a number of churches including Cherubim and
Seraphimm societies, Celestial Church of Christ and the Brotherhood of the
Crosss and Star. These Aladura churches are important to the present study,
becausee they offer healing services including treatment of infertility and
impotencyy (Eades 1980:137-139; Haynes 1996:181-182). According to Lawson
(1984:77),, there has been considerable argument about whether these religious
movementss are Christian or not. Certainly the mission churches regarded and
stilll do regard them with hostility.
Neww Christian denominations, especially Pentecostal ones, continue to
sproutt up and to flourish. The poor economy and lack of financial and personal
securityy are a threat or a reality for most Nigerians, thus they seek comfort in
church-- The churches offer explanations for misfortune, give hope and make
theirr adherents' belief in miracles stronger. Unfortunately, there are always personss who misuse the needs of others, as one of the women in exploratory interviewss explained:
Foundingg a new church is the quickest way to look for money. A person buys
orr finds a piece of land, even illegally under a bridge, calls out the name of
Jesuss Christ and will attract followers. The person may buy a powerful charm
fromm the babalawo. With this charm he will perform the wonders of healing.
Butt it may also be fake. The person may just make a deal with another person
whoo says that (s)he has been suffering from a certain illness and asks for a cure.
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(S)hee will be 'miraculously' healed in the church. But this is all staged! Once a
so-calledd miracle had taken place in a church, it will attract followers. With everyy service, people have to donate money. Pastors drive around in flashy cars.
Manyy churches are not true!
T h ee above story indicates that the narrator definitely believed in the existence
off powerful charms, but that she doubted who was the creator behind the
charms.. Nearly all Yoruba believe that powerful babalawo can make potent
charms. .
Yorubaa are a religious people. Religion and churches pervade everyday life
andd street scenes (see Box 3.1). Nowadays, about half of Yoruba adhere to the
Christiann faith and half to Islam (see also Eades 1980:128) and a debatable numberr adhere to traditional Yoruba religion. Many Christians and Muslims combinee one of these world religions (or both) with the Yoruba religion, even
thoughh their religious doctrines officially do not welcome such a combination.
Yett only very dogmatic Christians abhor the Yoruba religion and view it as
satanicc and evil. There are scholars and religious persons who call the Yoruba
religionn paganism and say it is deeply in decline. Peel (1968:29) indicated that
thee percentage of'pagans' declined from 74% in 1921 to 6 % in 1952. However,
hee qualified these numbers by saying that 'the traditional religion is, of course,
moree important still today than the figure if 6% would suggest' (Peel 1968:53).
Inn my sample of community women, just 1% said that they were Traditionalists.. I will not delve further into the discussion of the prevalence of adherence to
traditionall Yoruba religion, except to say that I have observed that the Yoruba
world-sensee with its belief in deities and ancestors who influence life on earth,
whoo in turn can be manipulated and influenced, is a reality for many Yoruba no
matterr the denomination. My observations correspond with those of Eades
(1980:118),, when he highlights the two aspects of religion: \ . . its role as a basis
forr the formation of social groups and its role as an ideology and guide to individuall action.' H e postulates that the traditional Yoruba religion remains
mainlyy active in guiding individuals in their activities.
Religionn is not an inter-ethnic dividing principle in Yoruba society. First
andd foremost, Yoruba identify with being a Yoruba, rather than with their religion,, Muslim, Christian or Traditionalist. I never heard of any inter-ethnic
conflictss between Yoruba of different religions, whereas conflicts between predominantlyy Muslim Hausa and Christian Yoruba or with even any other
Yoruba,, are unfortunately common.
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Everyday religion

Whenn walking or driving in Nigeria you meet Muslims washing their feet with water
fromfrom a plastic kettle, rolling out their colourful prayer mats and groups o f men
kneelingg and praying along the road. When travelling with Muslims by car, the journeyy stops at specific times for prayers. The mats are in the back o f the car. During
seminarss and workshops one has to consider the prayer times, especially on Fridays.
Inn the late afternoons, early evenings and on Saturdays one meets groups o f people,
youngg and old, walking along the road, dressed completely in white with white bonnets.. They are on their way to an Aladura church. Additionally, one may meetagroup
inn white dress, gathered at the seaside for prayer and water-blessing meetings.
Drivingg along the highways you see persons gathering under bridges and flyovers,
sittingg on makeshift benches. These are usually new Pentecostal churches. As soon
ass the congregation has some money, it will buy a piece o f land and build a more
permanentt structure. In every corner o f the town and villages and along the highwayss one can observe unfinished structures where believers congregate, drawing
attentionn to their soon-to-be houses o f worship with big flashy signs like 'Miracle
Ministry',, 'Fire o f Hope', 'Miracle o f Fire'.
Thee established mission churches have buildings in prime locations. On Sundays,
women,, men and children, beautifully dressed from the tip oftheir elaborate hats to
thee toe oftheir shiny shoes, flock to these places, preferably emerging from flashy
cars.. I know families who have a car, but who borrow a Mercedes from a more fortunatee family member to go to church in order to impress others. Churches require a
lott o f energy and time from their followers. One service a week does not suffice.
Theree are evening bible studies, special evening services twice a week and wholenightt vigils. Often I found colleagues dead-tired in the office during the day, and
whenn I inquired as to the reason they told me they had had something in church all
night.. It seemed to me that denominations and congregations try to impress on and
competee with one another by building the most ostentatious structures for their
congregationn and by increasingly invading the daily lives oftheir members in order
too attract more followers.
Alongg the streets one may also see traditional masquerades (parades o f people
wearingg masks and special clothing), and in courtyards and houses persons pray in
frontfront o f traditional shrines.

Mostt Yoruba strongly believe in evil spiritual beings and forces, including
witches,, sorcerers and the emereov ogbanje (evil spiritual beings). I want to pay
somee attention to the Yoruba belief in evil forces, because these feature in severall parts of this book. Traditional healers may use magic to cure illness caused
byy evil spirits, witchcraft and sorcery may be explanations for infertility, emere
mayy cause routine miscarriages and co-wives may use magic to secure the favourss of the husband.
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Boxx 3.2.

Supernatural beings

II often came across strong beliefs in witches and evil spirits as part of everyday life.
MyMy (Aladura) research assistant told me that pregnant women wear a safety pin or tie
aa piece o f stone in their rappa (wrapper) to protect themselves and their unborn babiess from evil forces. When she told me this, I thought it was perhaps something
womenn only did in the past. However, it is still a common practice, as I found when
interviewingg pregnant women in ANC clinics. Most women deemed it necessary to
protectt themselves in this way from evil, and showed me the safety pin or stone they
weree wearing. 'I will use a pin later, when the pregnancy will show', explained a 26
year-oldd Anglican small trader. She was two months pregnant, and already the
motherr o f one. 'Then I will need it when I walk outside in the afternoon sun, so that
evill children will not go in and chase the natural child out'. Only a few women said
thatt they did not really believe in the protective effect, but just followed the custom
becausee their mother or aunt had advised them. They added that wearing such pins
orr stones would not do harm either.
Myy pet cats were another reason for persons to start talking about evil spirits and
witches,, since cats are associated with evil and witches. My (Anglican) Yoruba friend
warnedd me several times not to have too many cats around my house. She was worriedd that they might be witches or be used by witches to do harm to my family and
me.. My (Muslim) brother-in-law always turned his head indismayand fear when he
saww our black cat, because witches especially like black cats.

Middletonn & Winter (1963:1) state that beliefs about witches and sorcerers are almostt universal in Africa, thus Yoruba beliefs are no exception in this regard. Misfortunee or any abnormal event is often explained in terms of supernatural forces
(Middletonn & Winter 1963:2, referring to Evans-Pritchard 1937). The difference
betweenn witches and sorcerers is that witchcraft is part of an individual's being,
partt of the innermost self, while sorcery is merely a technique that a person utilisess under certain circumstances. A witch is innately evil and a potential threat
too everybody, while a sorcerer uses his or her magic at a particular time for a particularr purpose, possibly also with a good intention (Middleton & Winter 1963:3).
Bothh witches and sorcerers may use the same magic, called juju in Yoruba.
Yorubaa witches, aje, have the body of human beings, normally women, althoughh they can change shape. Middleton & Winter (1963:9) explain that it is
normall for witches to be associated with one sex or the other, but usually it is
withh women. Drews (2000:18-21), who compares witchcraft among the matrilineall Kunda of Zambia with the patrilineal Yoruba, theorises that witchcraft
usuallyy lodges in the sex of the outsider to the system, which would be men in a
matrilineall society and women in a patrilineal one. The reason is that the outsiderss represent the threat to the continuation of the system. Witches may renderr men and women infertile, eat children, seduce young men and women into
onlyy being interested in money or conspire with wives against their husband
(seee also Hoch-Smith 1978:265-6).
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Althoughh many persons believe in witches and sorcerers and give examples
off the outcome of their practices, which is said to be the proof of their existence,
thee study of their practices is problematic. Middleton & Winter (1963:4)
pointedd out that witchcraft by its nature cannot be observed (because it is innate)) and although sorcery could, it is usually (too) secret. Therefore, they state:
'.... the study of witchcraft and sorcery is almost exclusively about the beliefs that
personss have about the capabilities and activities of others and about the actions
personss take to avoid attacks or to counter them when they believe these attacks
havee occurred'. These beliefs are related to the social structure. Middleton &
Winterr (1963:6) cite Nadel (1952:28) who said that 'witchcraft beliefs are causallyy as well as conspicuously related to specific anxieties and stresses arising in
sociall life'. With education and urbanisation, new social relationships and tensionss have arisen between persons and have taken the form of accusations of
witchcraftt and sorcery (Middleton & Winter 1963:21). This explanation suits
thee findings of this study well. Stressful situations in Yoruba society include,
butt are by no means limited to: the position of the wife in the patrilineal society,
thee threat of infertility, conflict in polygamous marriages and the declining
economyy in which competition for scarce resources becomes more intense. In
alll these situations witchcraft and sorcery accusations are common; either
womenn are accused of being a witch or men and women are alleged to have used
thee services of a sorcerer to prepare juju.
EmereotEmereot ogbanje are evil spirits that can possess any human being, but they
especiallyy like to invade the bodies of unborn children. 9 Everybody should take
precautionss to avoid places where emere meet, like certain crossroads, but pregnantt women should be especially careful. They should take extra precautions by
nott walking around at the times emerezre around, between 12 noon and 4 p.m.
andd at night (see also Oke 1996:61). My female informants in exploratory interviewss talked about witches and evil spirits matter-of-factly.
Witchess and sorcerers are believed to cause any type of deformity or miscarriagee and even to turn the baby into a stone. Witches can see anything. They
cann communicate with each other and know your whereabouts if they have a
holdd over you. They eat meat, not the real meat, but the spirit-meat called
eleda.eleda. When they take possession of a person they will divide the meat among
eachh other. You cannot see from their looks who are the witches, they are usuallyy very nice people; they are maybe too nice and sympathetic when you have
problems.. (...) Emere can go into a child. The evil spirit takes the place of the
childd and sends the real child out. The emere-chüd is an evildoer, (s)he can createe misfortune, is stubborn. The spirit can leave the body at night and change
intoo another shape to meet with other spirits.
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II was an emere myself. My mother had eight children, all boys but me. I was
thee sixth born of my mother, but the first of my mother's new husband. She
hadd been married before and had five sons. She left her first husband and did
nott want another husband, nor a child. But finally she became the fourth wife
off a man. After five years, I was born, her first daughter. When I was small, I
usedd to have fits and my mother was afraid I would die, that I was an abiku.
Thenn one day I stayed in the fit the whole day and my mother thought that I
hadd died. Someone came who said that I was not dead. He took a broken bottlee and made marks on my face, so that the emere would not recognise me
again.. After that I never had fits again.
Thee pervasiveness of the belief in witchcraft among Yoruba may also be proven
byy the comments of a biomedical doctor whom I interviewed:10
Traditionall healers give all sorts of medicines and tell patients these are against
evill spirits and witchcraft. We modern doctors cannot give these. I do believe
inn witches and recognise them. I also meet them in the hospital. Some are in
thee delivery room. They take their rappa [wrapper, piece of cloth often used as
aa wrap-around skirt], turn it, fold it, and sit on it. As long as these women sit
onn their rappa, the woman in labour will not deliver. I send them out and as
soonn as such a witch is out of the room, the child comes out like that. In every
groupp of women, like the ones sitting outside [he points at the women waiting
too consult him], there are witches.

Economy y
Yorubaa were originally farmers. A peculiarity of their historical settlement patternn was the high degree of urbanisation. People lived in cities, and worked on
farmss at the outskirts (Peel 1968:21). Nowadays villagers are largely still farmers,
butt many are also involved in trading or crafts. Yoruba are enterprising people,
especiallyy the women, and they have a reputation for their skill in trade (see also
Sudarkasaa 1973:1-3). When you ask a Yoruba what (s)he does, you mostly hear
thee answer: 'business'. 'Business' can mean private trade of some sort, from sellingg tomatoes bought on the wholesale market at the town's outskirts on the
streett to selling home-cooked food to trading in expensive cloth and jewellery
purchasedd abroad and selling it to affluent Nigerians. Both men and women
mayy be in business, as a main occupation or as an extra source of income to supplementt a salary. Just like in the present study, Di Domenico et al. (1987:122)
foundd that very few married Yoruba women are full time housewives." They
concludedd that 'being only a housewife' is considered virtually equivalent to
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idlenesss and therefore disparaged'. Men and women would (also) prefer to have
aa salaried job, but these jobs are scarce. Salaries are low and often too meagre to
supportt a family, but they open opportunities, give status and provide a wider
networkk to do 'business' (see Box 3.3).
Boxx 3.3. Working for government
II have worked in both Federal and State Nigerian government offices, for four years
(1987-1991).. When 1 no longer worked in the office anymore, I was working with
governmentt staff (also for this research project) and had friends working forthe governmentt (1996-2000). I was always amazed at how people could manage to live on
aa government salary alone. In fact, they cannot. They must supplement their salary in
otherr ways. Their civil servant jobs give them a network and market for their small (or
larger)) businesses. To their co-workers and persons from outside who know about
it,, they will sell bread, cooked food, provisions, cloth, toiletries or any marketable
item.. These business wares are brought to the office. I found teachers bringing
sconess and drinks to the school to sell to students and fellow teachers. A co-worker
offeredd me cloth to buy, which she had bought from a neighbouring country where
shee had gone for her work. When we went for field work to rural areas, staff would alwayss first try to contact villagers to buy produce of the area, both for their family and
alsoo to sell in town. On the way back from rural areas, the office car was always full
withh fish, bananas, yams, pineapples and gar; (cassava flour).
Civill servants (and other employees for that matter) also try to get additional
moneyy by having persons pay for the services that should be free. The clerk has clientss pay extra to receive the form they already have to pay for, or they must pay him
moneyy to find a 'lost' file or to not 'lose' the file. Some nurses pocket additional
moneyy fortaking routine blood pressure and weighing pregnant women. These are
justt some of the small ways of making extra money that I observed. It is not proper,
butt understandable, considering the very low and irregular salaries. Dishonestly increasingg one's salary can and does take more serious forms when higher-up civil servantss insist on huge bribes for simple services. At the lower levels people take extra
moneyy to have enough to live, at the higher levels, it is out of greed for luxuries.
Thee economic situation for most Nigerians, including Yoruba, has become increasinglyy austere after the oil boom of the 1970s and early 1980s and the adoptionn of a structural adjustment program in 1986.12 T h e reasons for the problems
aree complex. They have been attributed to the colonial powers who had left a
dividedd nation, to the greed of the various regimes who ruled the country, to mismanagementt of national resources and assets and to multinational companies
whoo have continued to suck the wealth out of the country. I will not further exploree these causes, for their answers are not central to this book. It suffices to say
thatt the everyday reality for the majority of Nigerians in the late 1990s is that
theyy only sometimes have sufficient income for 'normal' expenses including
food,, clothing, housing, education and medical bills. Yoruba can ask one
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anotherr with black humour what 'feeding regime' for breakfast, lunch and dinnerr they follow: the'1-2-1', the'2-1-2', or the '0-2-1'. The '1' stands fora snack or
lightt meal, the '2' stands for a proper meal and the 'o' stands for no meal at all.

Livingg in Nigeria as a member o f a Nigerian family, I was always surprised about the
complexx and informal ways of loaning and borrowing money. This takes place at everyy level o f society, and in different amounts, from a few hundred naira among secondaryy school students or servants to hundreds o f thousands o f naira among big
businesss people. It seemed to me that people never had money at hand for anything,
andd that they did not plan ahead for expenses. If a person had money, (s)he would
loann it to others who needed the money at that moment. If the same person needed
moneyy urgently (s)he would scout around for it among others whom (s)he had
loanedd money to before, or else try to borrow from other people.
AA lot o f time and stress is involved in trying to borrow money and trying to get
loanedd money back. Most Yoruba whom I knew had outstanding credit and debit
withh different persons - and remembered it all in their head. Hardly anything is writtenn down, and even less is formalised in a contract. Coming from a country where
childrenn learn to save money from a very early age, this was a finding that amazed
me,, and it seemed that persons made life unnecessarily difficult for themselves.
Moree careful analysis and understanding o f the situation in Nigeria made me understandd why people act this way. Putting any savings one may have in a bank accountt is uncertain and time consuming. It is cumbersome to open a bank account
andd impossible if the bank believes you may not have enough money in the future. It
iss time-consuming to withdraw money from your account. Nigerians have learned
fromm history that banks may close or be closed anytime. In other words, people, especiallyy poorer people, do not have much confidence in the banking system and may
nott even have access to a bank account. Thus, it makes more sense to 'save' money
withh other persons who need it and 'withdraw' from these persons when one needs
moneyy oneself. Even if a person is quite affluent, it is cumbersome and sometimes
impossiblee to formally get a loan from a bank because sometimes even wealthier
personss do not have any collateral.
Thee informal way o f loaning and borrowing money is also a way to escape the very
highh interest rates asked by banks and moneylenders. To adapt to the difficulties o f
formallyy loaning money, there are also semi-formal saving societies o f peer groups
(e.g.. company staff, market vendors, people originating from the same village,
schoolmates).. Each member contributes a certain amount o f money monthly, and
dependingonn the number of members, each member can have access to a lump sum
o ff money every certain period o f time. I often heard persons saying that they had
'booked'forr the lump sum o f their organisation such and such month, or that they
wouldd try to obtain money for an urgent expense. This system is known as esusu.
Theree is also a special person, alajo, who is the keeper o f part of someone's money to
protectt this person from spending it. These alajo are around in markets. Both the
alajoalajo and the contributor keep a record o f how much money is given and received. At
thee end of a certain period, the contributor receives this money, minus the fee for the
alajoalajo for keeping it safely. This system resembles a reversed banking system in which
thee bank is getting the interest and not the owner.
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Givenn the weak economy where money is less and less available to the majority
off Yoruba (and other Nigerians) who had acquired expensive tastes after the
oil-boomm of the 1970s and 1980s, it is not surprising that values in Yoruba land
havee changed. Babatunde (1992:234) states that in olden days, good character,
strongg principles and respect for elders gave one status, but nowadays money is
thee prime marker of status. I was amazed at the preoccupation with money in
Yorubaa society: people were always after money, constantly looking for businesss through which they could make (more) money and showing off what
wealthh they did have. At the same time, nobody seemed to have cash when they
neededd it most and many were trying to obtain loans (see Box 3.4).

Education n
Yorubaa value education highly. Education is considered an avenue to future
success,, to job opportunities and money. Compared to other ethnic groups in
Nigeria,, the education level of Yoruba is high. DHS figures for 1990 estimate
thatt in Southwest Nigeria, which is Yoruba area, 30% of the population have
primaryy education and 44% have both primary and secondary education
(Makinwa-Adebusoyee & Feyisetan 1994:47)." In former days, education was a
guaranteee of a good job; nowadays it is a condition, but not a guarantee. Therefore,, it is the ambition of secondary school students to continue their education
afterr obtaining their secondary school certificate. They would like to study to
becomee a doctor, lawyer, accountant or engineer, all of which are professions
thatt would secure them a high income.14 It is not only the youths who have the
ambitionn to continue their education; parents also want their children to study.
Sincee children are the parents' insurance for the future, they will try to send
theirr children to school, even if it is a financial burden to do so. Although parentss try to educate both their male and female children, they will choose to educatee their sons over their daughters if they cannot afford to educate all of them.
Educatingg male children is a better investment, because in the future they
remainn in the patrilineage, whereas girls will marry out, though they will still
contributee to their parents' care. Parents may also try to find a sponsor to help
educatee their children, such as a rich member of the extended family or an employer.. The fees for the public school system are relatively cheap, but without
additionall money, no child can study. Because public schools provide few
schooll supplies, students need to buy uniforms, pens, textbooks and exercise
books.. In many schools they even have to provide their own tables and chairs.
Ironically,, the dwindling Nigerian economy, which has made education even
moree valued in order to obtain a good job, has also caused attendance in both
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primaryy and secondary schools to drop because of the financial burden of educationn (Ebigbola 1989:162-163).
Thoughh the public school system was once of high quality, nowadays it is
underr great financial and organisational strain, as are all public systems. Only
federall government colleges and 'model' state schools are able to more or less
keepp up their high standards. Many school buildings are not well maintained;
somee are dilapidated and even dangerous to students. Incidences of roofs blowing
offandd buildings collapsing are not unheard of. There is lack of qualified teachers
andd salaries are low and not paid regularly. With the public system crumbling,
privatee schools, with higher educational standards, sprout up and are an additionall drain on the pool of qualified teachers in public schools. Private school fees
rangee in cost, but are always more expensive than public school expenses, such
thatt only affluent families have access to the best (private) schools.
Thee Nigerian education system is very competitive, with entrance and progresss exams (that have to be paid for). Students get a place in a secondary school,
polytechnicc or university according to their marks. Only top students (and
sometimess students of high-class families through 'networking') can secure admissionn to a federal government college, which helps them to get a place at universityy to study one of the sought after subjects including medicine, law and engineering. .
Forr children to have to stop their education halfway is a lost investment for
thee parents. I found it striking that many parents try to send their children
throughh the school system as quickly as possible. They see the academic developmentt of children as the only type of development they need; after school
hourss most children, starting as young as nursery school age, have private tutors if
theirr parents can afford it. After primaryfiveor even four, children sit for secondaryy school entrance exams. If they pass, they move on to secondary school, even
thoughh they may be only nine or ten years old. The rationale behind this, as parentss explained to me, is that in this way they would economise on the overall
costt of education, and there would be less chance that children will 'mess up'
whenn they are adolescents, and become indifferent towards their studies.
Thee educational level of women in the present study was quite high, with
manyy having attained their secondary school leavers' certificate. In the ANC surveyy 59% of women had such a certificate, and in the community survey 45%
did.. However, this certificate just means that the student sat the final exam, but
doess not give any indication about the marks obtained. We did not ask consistendyy about whether the respondent passed and would have been able to continuee studying at institutions of higher education, or not. Only 15% of women
inn the ANC survey and 10% in the community survey had continued studying
afterr secondary school.
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Familyy ties
Kinship Kinship
Kinshipp for the Yoruba is bilateral in theory, but in practice, it is predominantly
patrilineal.. This means that children belong to the patrilineage {utile) of their
father.. Children of a man's daughter belong to her husband's lineage, while
thosee of his son belong to the man's lineage. The lineage is the basis of traditionall social structure, distinguished by special names for its members, special
deitiess {orisa) to worship, taboos and sometimes also special facial scarification.
Thee patrilineage is comprised of all the living and deceased descendants of the
founderr through the agnatic line (Matory 1994:91; Peel 1968:25). The patrilineage
overshadowss the nuclear families because the lineage is constant and nuclear
familiess are not. The woman marrying into the patrilineage of her husband remainss an 'outsider' or Visitor'; she does not become a member by marriage.
Thiss is a potential source of stress between the woman and her in-laws. Strong
lineagee ties may negatively influence the conjugal relationship. Oyewumi
(1997:50)) and Eades (1980:55-56) describe how the wife keeps her position in her
lineagee of birth, including rights and obligations even after marriage. These
writerss indicate that although there are variations between sub-groups, the generall rule in Yoruba society is that property is passed between blood relatives.
Thee property a man personally acquires is passed on to his children, while the
propertyy he inherits is passed on to his siblings. The property of a woman goes
too her children. A woman inherits a share of her parents' possessions.
Thee residence pattern is virilocal. Traditionally, patrilineal segments residedd in compounds, with the hearth-hold (a mother with her children) constitutingg the basic unit of production and consumption (Pearce 1999:71). The
husbandd was a member of various hearth-holds if he had more than one wife.
Nowadayss and especially in urban areas, couples do not reside with their extendedd families, but live with the conjugal family instead. Sometimes, if housingg allows, hearth-holds of a polygynous marriage live in separate rooms of the
samee house, otherwise they live in separate houses. Often one or both parents
off the husband live with their son and his nuclear family in town, for longer
periodss of time or even permanently. Even if nuclear families live separate from
thee patrilineage, they still turn to senior members of the lineage for guidance
andd decisions. There are regular meetings and reunions of extendedd families.
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Marriage Marriage
AsAs is the rule in most of Africa, virtually all Yoruba women and men are expectedd and willing to marry, and most adults are indeed married (see also
Luchokk 1993:74). Of women 30 years and older in the community survey in the
presentt study, 93% of urban women and 93% of rural women were married. In
thee younger age groups, there were considerable differences between the two
settings,, with urban girls generally marrying at an older age than rural girls do
(Tablee 3.i).,J
Tablee 3 . 1 .
ageage group
Beloww 20
20-24 4

Proportion o f women in community survey married, by age group and location
married in Lagos N (100%)

married in Epe

N (100%)

4% %

27 7

33% %

30 0

39% %

88 8

75% %

94 4

25-29 9

64% %

67 7

84% %

87 7

300 and over

93% %

101 1

93% %

158 8

All All

60% 60%

283 283

81% 81%

369 369

Menn marry to secure children for the patrilineage, women marry to have children,, status and honour. Yoruba women carry 'Mrs.' as a tide. In newspapers
onee reads advertisements to announce that from now on Miss A wants to be
knownn as Mrs. B. Even when a Yoruba woman has many professional titles, the
titlee Mrs. will still be carried as one of the most important ones.
Traditionally,, a marriage was a family and not a personal affair; it was a
'contract'' between families. Families would look for suitable candidates outside
theirr patrilineage and matrilineage and would mutually investigate their in-lawsto-be.'66 Any negative findings about the family, including hereditary diseases or
diseasess like leprosy and psychological afflictions, or even just problematic
characters,, could be reason to stop the marriage arrangements. If the investigationn had a positive result, the families would ask a babalawo to consult the Ifa
oraclee about the potential success of the marriage (Bascom 1969:59; Eades
1980:57;; Fadipe 1970:72; Taiwo & Olunlade 1998:2). Nowadays young adults
usuallyy choose their own partner for marriage, but still need the approval of the
twoo families. Some families still consult the b&balawo, but investigations into
thee in-laws have become superficial.
Marriagess are contracted in traditional court, mosque, registry or church.
Yorubaa are used to paying bridewealth to the family of the future wife, a commonn practice in patrilineal societies.17 The bridewealth consists of some traditionall ceremonial items such as kola nuts, salt, palm oil and honey, clothes and
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jewelleryy for the wife and clothes and money for the in-laws.18 With the
bridewealth,, the husband's lineage compensates the wife's kin for the loss of
herr labour and simultaneously pays for the exclusive sexual access to the
womann and the paternity of her children. According to Oyewumi (1997:51),
bridewealthh did not mean buying the rights over her person or labour. However,, when getting a wife from a lineage, according to Oyewumi (1997:59), the
groom'ss lineage contracts bride services, which are lifelong obligations to the
lineagee of the wife. Nigerians told me that for a Yoruba man, one of the advantagess of marrying a white woman was escaping from both the payment of
bridewealthh and the obligations of bride service, which Nigerian in-laws would
expectt from him.
Yorubaa women marry relatively late, in particular in urban areas (see also
Bascomm 1969:64). DHSfiguresfrom 1990 give the mean age of marriage for Southwestt Nigeria to be 20 years old (Makinwa-Adebusoye & Feyisetan 1994:46).19 In
formerr days, when it was also common for girls to marry as late as at 20 years of
age,, the reason for the rather advanced age may have been that the parents
wantedd to enjoy a girl's contribution to farm work for as long as possible. Nowadays,, the relatively advanced age of first marriage may be attributed to the high
valuee Yoruba place on continuing education.20 Another consideration for
womenn is that they would like to secure some basic income before they marry
andd have children, because they know tliat they cannot rely on their future husbandss to provide all of the income a family requires.
Traditionally,, a woman should be virgin when she first marries. This is still
thee ideal nowadays. If, on the wedding night, she appeared to not be a virgin,
symbolicc messages would be sent to her family, like a halfota keg of palm wine
insteadd of a whole keg. It would not be a reason for sending her away, but she
wouldd have lost prestige with her husband's kindred and miss some of the presentss she would have received from her in-laws. Her unfaithfulness would be a
potentiall source of teasing and gossip whenever tempers would be aroused
(Taiwoo & Olunlade 1998:5). At present, in-laws do not 'check' a new wife's virginityy anymore; whether she was a virgin at marriage or not, is not made public.
However,, in poorer parts of Yoruba society, it has become customary for a
womann to be pregnant or have a child first before the father marries her. The
falteringg economy of the country is pardy responsible for this shift in norms, especiallyy in poorer sections of society. Marriage is usually an expensive affair and
whenn the family does not have much money, they want to be sure of getting a
useful,, i.e. fertile, wife (see also Karanja 1994:207; Makinwa-Adebusoye 1991:45;
Pearcee 1999:76). For women, this situation is ambiguous and may be to their
disadvantage.. Women may expect their stable partner to marry them once they
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getget pregnant, but the men may leave them instead. In Chapter 5,1 will explain
howw this is one of the circumstances that make women decide on an abortion.
Polygyny Polygyny
Yorubaa men can traditionally have more than one legal wife. The traditional
laws,, Muslim laws and the laws of the African Christian churches all allow
polygyny.. However, at the registry or in Mission churches, a man can only
marryy one wife. If he wants to have more, he must marry subsequent wives traditionally.. Most first marriages are contracted at the registry, in the church or
mosquee and traditionally. With subsequent wives, the registry and church are
leftt out. In their study of Yoruba marriage, Taiwo & Olunlade (1998:7) wrote:
'Marriedd life of many a young Christian begins with legal monogamy and ends
withh customary polygamy'. Caldwell et al. (1991:239) describe how often the
choicee of the first wife is a careful process in which the whole family is involved,
whilee the family does not 'examine' second or third wives as much. These
womenn might be divorcees or women with premarital children.
Thee rate of polygynous marriages is decreasing under the influence of modernisation,, education and urbanisation, but findings of the present study confirmfirm that polygyny is still common.21 Both in town and in rural areas, 31% of
marriedd women in the surveys were in polygynous marriages. One-third (33%)
off 160 Yoruba secondary school students included in the education project in
thee present study reported they were from polygynous homes."
Theree is controversy between researchers and between genders about women's
opinionn of polygynous relationships. According to female and male informants
inn this study, the ideal, that men more than women envision, is that co-wives assistt one another in caring for their children and husband. Husbands usually try
too convince the first wife that additional wives will decrease her economic and
sexuall duties. Polygyny also enables the woman to keep the traditionally prescribedd postpartum abstinence from sex for as long as the woman nurses the
baby,, which is good for mother and child. Luchok (1993:69) who studied
Yorubaa in a rural area of Oyo State concluded that 'Co-wives often have a cordiall relationship, sharing childcare (...), but sometimes co-wives compete
amongg themselves to win favours for their children at the expense of the childrenn of other wives'. I wonder how she came to this generally positive impression;; perhaps in some agricultural communities, co-wives gain from co-operationn (see also Baerends 1994:32). Sudarkasa (1973:147) who studied Yoruba in
Awe,, near Oyo, described a different situation, where co-wives had independentt households and did not share in income generating activities.
Althoughh opinions about polygyny were not a specific research topic in the
presentt study, I tend to agree with the following common Yoruba saying,' Orisa
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jfjf npe meji obinrin ko denü. 'A prayer to the gods to become two [wives] in a
husband'ss house is never from the heart of a woman' (cited by O n i &
Oguntimehinn 1996:8). My female informants, women in both polygynous and
monogamouss relationships, had an overall negative opinion of polygyny. Accordingg to them troubles between co-wives outweigh the potential advantages
forr women.
AA 40 year-old female schoolteacher, with four sons, is still the only wife. However,, her husband, a university professor, threatened to take another wife if she
refusedd to bear him any more children. "I do not like my husband to get anotherr wife, because the peace in the house will be disturbed, even if the second
wifee would not live in the same house. Wives would put a charm on the rival
[co-wife]] or the children of the rival. They will charm as a result of envy, they
wouldd think why would she have it and I do not have it, why do things with
herr go well and things with me not so well?"
Women'ss opinions of polygyny in former days might have been different and
moree positive. Older community women involved in FGDs for the present
studyy indicated that women realised that polygyny was beneficial to the health
off their children, because in this way they could space their pregnancies (see also
Caldwelll et al. 1991:235-237; Oyewumi 1997:55).
AA man usually aspires to marry as many women as his wealth allows; the
numberr of wives is a fairiy accurate index of wealth and prestige. Peel (1968:26-27)
statess that having more wives is a passive mark of status as well as an active
meanss of making connections. It enlarges a man's influence by having more alliancess with other families. Boserup (1997:509) explains polygyny in economic
terms.. In rural areas, men aspired to have more wives mainly because of economicc calculations: With the additional labour of new wives men could cultivatee more land. This, of course, only applied in places where land was abundant.. W i t h more wives, a man could also have more children, which would
enhancee his status and bring future returns. Perhaps in rural areas this still
holds,, but in urban areas, the situation is different. M e n continue to have more
thann one wife, for social status, for pleasure and for economic reasons, although
forr the same economic reasons that Boserup discussed. T h e economic advantagee of wives is that, in the long run, they are cheaper than girlfriends and mistressess (given the fact that Yoruba men 'need' more than one sexual partner). As
willl be discussed later, wives are expected to financially contribute a large part
off the family income, whereas mistresses have to be 'kept', i.e. drain the family
incomee (see also Karanja 1994:201-202). W o m e n are aware that their husband
mayy marry another wife once he can afford it, as the following woman in an exploratoryy interview explained:
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AA man will not think about marrying another wife as long as he does not have
money.. When he has thefinanceshe will want to take another wife. If his first
wifee complains about it, people will say that she is selfish, that she wants to sit
onn all the man's properties on her own.
Divorce Divorce
Divorcee rates may be on the increase. Hoch-Smith (1978:250) claims (without
givingg figures) that divorce rates are high among the Yoruba. Bascom (1969:65)
alsoo does not give figures, but states that in 1969 the rate of divorce had increasedd partly because of increasing economic independence of wives from their
husbands.. Caldwell et al. (1991:225) support the increase in the rate of divorce,
andd state that divorce is mostly initiated by wives who leave their first husband
forr a wealthier husband who can pay the bridewealth back to the first husband.
Figuress from the present study cannot conclude about an increase, but only
givee figures on present rates of divorce. Only 2% of the 652 community women
interviewedd were divorced and not remarried at the time of the survey: 3% in
Lagoss and only 1% in Epe. However, many more women had been divorced
fromm their first husband and were now in their second or third marriage: 8% of
marriedd women in Lagos had been married before and even 15% of married
womenn in Epe had been.
AA deterrent to divorce for both wife and husband is the bridewealth. If a
womann wants to divorce her husband, she has to give back the bridewealth
(Luchokk 1993:70). A man who sends his wife away will have difficulties getting
backk the bridewealth that he paid. For a husband, it is economically more advantageouss to hold on to the 'unwanted' wife who will still financially contribute to
hiss children while at the same time try to marry another wife (see also Drews
2000:11).. Another reason why women with children are not eager to divorce is
thatt they will have to leave their children behind with the in-laws. In my circle of
femalee friends and acquaintances, those who were not satisfied with their marriagee stated this as the main reason for not leaving their husbands. However,
whenn a woman does not have children from her husband she is more inclined to
divorcee him and try to have children with another husband (see Chapter 8).
ExtramaritalExtramarital affairs
Yorubaa husbands who marry 'only' one wife often have poly-coital relationships,, which is generally known and more or less accepted although not liked byy their wives. I use the term 'poly-coity' for 'sexual relations with more than
onee partner simultaneously, when these relations have not (all) been ratified by
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legall customs' (Bleek 1976:97, citing Goody 1973). Extramarital affairs may be
casuall or steady. Karanja (1994:194-197) talks about 'private polygyny', to indicatee a situation in which a steady extramarital relationship is not ratified by formall marriage. In her study among Yoruba in Lagos and Ibadan, she found that
Christiann elite men were especially practising private polygyny. They openly
marryy one woman, but most, if not all, have 'outside wives' (see also Mann
1994:174-175).. These men consider polygyny 'backward' and 'bush', whereas
theyy perceive 'private polygyny' as being more 'modern'. 'Outside wives' and
thee children they bear are financially maintained by the men. Children of outsidee wives are legitimate (not only traditionally, but also according to national
law),, provided the father acknowledges paternity (Mann 1994:181). Although
theyy are generally known to be the 'outside wife' to 'so and so', they are publicly
ignoredd as a wife. These wives have no formal legal status and do not reside with
theirr 'husbands'. The women mainly have this sort of affairs because of the financiall benefits and security it brings them. Bearing children for a rich man
mayy solidify an outside 'marriage' and usually brings material gains through the
childd (Mann 1994:184).
Wivess do not like the extramarital affairs of their husbands, but say they
havee to accept them as a necessary evil. Women are usually advised just to stay
calmm and concentrate on their own business and children, as informantss in exploratoryy interviews explained:
Alll women are expecting their husbands to have extramarital affairs. Not
muchh you can do about it. You should not love your husband too much else it
willl pain you. There are more women than men in Nigeria, therefore men
havee more wives. [This is a common argument used by men in favour of
polygyny.] ]
Iff your husband has an extramarital affair, your friends will advise you not to
gett upset or to make troubles with him. A Yoruba proverb directed to women
whoo complain about their husbands says 'Iff ati gmo ni qkg rf'. 'Your work and
yourr children are your husband'. In other words, women should just concentratee on their work and children, because they are more important than their
husbands.. Just let your husband go and enjoy himself, he will come back home
whenn he is back to his senses.
Womenn also have extramarital affairs, but probably less frequently than men
do.. T h e real prevalence will be very difficult to determine, because these affairs
aree always secret. A husband will never agree to the promiscuity of his wife, becausee he will lose respect in society. Yet, a 1989-1990 study in Ekiti by
Orobuloyee et al. (cited by Caldwell et al. 1991:244) claims to have discovered
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thatt one-third of rural wives and two-fifths of urban wives had at least one additionall sexual partner at the time of the study. Female informants in the present
studyy explained that women may have affairs for various reasons including for
moneyy to support their children, excitement, pleasure and to increase and
strengthenn their social network:
Alsoo married women have boyfriends. The reason why married women have
extramaritall affairs is mainly for money. The economic situation is tight and
maybee the husband is greedy or financially down. A woman may then decide
too have a boyfriend to help her, just temporarily. When my husband did not
havee a salary for six months, I could have gone to my former boyfriend for assistance,, in exchange for sex, but I decided I would just manage with the litde
wee had, because such relationships can also cause trouble. It may be dangerous
iff the man or woman or both fall in love. If the boyfriend falls in love he may
tryy to do harm to the husband. The boyfriend may put magun [literally: don't
climb,, a type ofjuju] on the husband. He charms the woman and stays away
fromm her for a few days, because the charm causes the first person to have sex
withh the woman to die. The woman may then either marry the boyfriend, or
shee may also hate the man for killing her husband whom she loved more than
herr boyfriend.
Extramaritall affairs are common. Women have these affairs for pleasure, excitement,, to meet wirh more people and for money when the husband does
nott provide enough. It happens at all levels of society. It is easy to pick up a
friend:: Just when you walk on the street and someone offers you a ride, or you go
too a beer parlour, or see someone when you visit a friend. The man will ask your
friendd to ask if you are interested. Women friends talk amongst themselves
aboutt their boyfriends and boast. You have to keep it a secret from your husbandd though, because he will throw you out of the house if he becomes aware.

GenderGender relations within

marriage

Thee conjugal relationship among Yoruba is characterised by ambiguity, as is the
casee in many sub-Saharan African societies (see also Baerends 1994:14). Yoruba
wivess are, to a large extent, economically independent of their spouses and they
movee in different social networks. However, a married woman is dependent on
thee patrilineage of her husband for her social status. Therefore, she must, at
leastt outwardly, behave according to the rules and show subservience and
respectt to her husband. T h e relationship is often one of mutual suspicion and
divergentt interests, as Pearce (1999:76) described, 'Patrilineal society fosters

YORUBAA SOCIETY

85 5

distrustt between a woman and her in-laws as well as placing a wedge between
husbandd and wife in favour of his extended kin to whom he has obligations'.
PowerPower and rules for behaviour
T h ee ideal way that wives should behave is well illustrated by common Yoruba
proverbs.. In addition to expressing general traditional values, proverbs may also
bee a suitable method for indirecdy communicating sensitive issues to others
(Owomoyelaa 1979:8-9). T h e 'receiving' person will understand what the other
means,, although the critique has not been made explicit. In this way proverbs
mayy prevent 'shame'. Some proverbs highlight the rule of subordination of
wivess and the importance of behaving well towards their husbands and in-laws
inn order to be 'kept' as wives.
OkoOko bb owo ori aya, iyawo se rere— The husband is the owner of the wife, so his
wifee should behave well/respect her husband
ObinrinObinrin to ba mo iwa hu, ape ni tie oko—A woman who knows how to behave
veryy well will stay long in her husband's house
ObeObe ti baaleilekiije, iyawo tiekiisee- What the husband does not eat, the wife
shouldd not cook
IyawoIyawo to ba teribafitn oko, ape bode oko—A woman who honours her husband
willl definitely stay long in the husband's house [If you do not know how to
behave,, you will lose your husband.]
ObinrinObinrin so iwa nu, 0 ni oun 0 lori oko—A woman lost good behaviour and she is
stilll complaining that she does not have luck with her husband.
T h ee following proverb advises women to be resigned to their fate when their
husbandss want to take an additional wife, and at the same time warns second
wivess to behave well towards the first wife.
PasanPasan ti afi na iyale, 0 wa ni oke aya fun iyawo - The cane that was used to
beatt the first wife is on the roof for the new wife
O n ee would quote the proverb above to console the first wife who is neglected
byy her husband and to warn the new wife who is rude or proud that in the future,, the man will do the same to her as he did to the wife before her. T h e fact
thatt there are far fewer proverbs directing the husbands how to behave than
theree are for the wives is indicative of the higher status of the husband. W e identifiedd only two directed at the man; these were both related to the obligation of
thee husband to financially support his wife.
OkoOko topawo ni iyawo maayin— It is the husband who makes plenty of money,
thee wife will always praise

86 6

SECRETT STRATEGIES

AtigbeAtigbe iyawo ko soro, owo obe lo soro - To have a wife is not difficult:, but it is
difficultt to give money for soup [maintaining the wife is the difficult part]
Gbadegesinn (1991:76) rightly states that proverbs can be regarded as signposts in
ethics.. Van der Geest (1975:50) pointed out that proverbs are 'the pre-eminent
wayy of expressing and reinforcing traditional values'. However he also warned
thatt proverbs should not be taken as representing what happens in reality, but
ratherr as descriptions of the dominant rule (Van der Geest 1975:51). In his study
off the matrilineal Kwahu society in Ghana, he suggested that the rule of female
subordination,, as described in proverbs similar to those mentioned above for
Yoruba,, shrouded the reality of female power. W o m e n do not see the situation
ass described in proverbs as the ideal, but have their ways of manipulating the
ruless to pre ^«^/subordination (Van der Geest 1975:62). The following quote of
aa married woman during exploratory interviews illustrates one way of manipulatingg husbands, i.e. using the dominant norms to their advantage:
Thee husband is the head of the family and has the final say. There are different
typess of husbands. Some are very authoritarian and it is hard to change their
mindd once they said something. The way to influence these men is to treat
themm with utmost respect, succumb to them, talk nicely, show him you love
him,, prepare the things he likes to eat. Even the educated men want their
wivess to worship them. Then you ask for what you want to have or ask permissionn for what you want to do.
Amongg Yoruba, I found the public compliance of women to the dominant rule
off female subordination quite strong, although many women are economically
self-supporting,, or rather have learnt not to depend entirely on their husbands,
ass will be discussed later. However successful a woman may be in society, in her
relationss with her husbands, she is subordinate. A Yoruba wife is closely
watchedd by her in-laws to make sure she conforms to the ideal behaviour of a
wife:: loyal, obedient to her husband and his family, respectful of senior wives,
raisingg her children in the traditions of the society and contributing money to
theirr upbringing. She is held ultimately responsible for the upbringing of the
children.. If both parents work outside the home, the mother is responsible for
arrangingg childcare (Di Domenico et al. 1987:122). If the children publicly misbehave,, the blame will be on the mother, while the father receives praise for
well-behavedd children and children who succeed in life (see also Babatunde
1992:10).. O n i et al. (1996:8) quoted the proverb, variations of which I often
heard,'' Onto ti o ba dara ni ti baba re, eyi ti ko ba dara ti iya re ni. 'A good child
belongss to the father, while the bad one is for the mother'.
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However,, the ideal of male power and authority is not so clear-cut in reality.. Except for infertility, a wife's flaws may be attributed to the shortcomings
off her husband. For example, if she is unfaithful, others may gossip that the
husbandd does not satisfy her sexually, or that he does not provide her with
enoughh money to cover her needs, so she must have sex with other men to supplementt her income. Therefore, Babatunde explains (1992:180), the husband
hass to secure the co-operation of the wife; wives should not be considered as
merelyy passive wombs for impregnation. Husbands depend on their wives' fidelityy because illegitimate children may threaten the purity of the lineage.
Coupless have to strike a balance between what is acceptable in terms of extramaritall affairs, supplying money for the family and demonstrations of respect.
Severall times I heard wives who were firmly established in their husbands'
patrilineagee say that they would 'punish' their husbands for having extramaritall affairs by having boyfriends themselves.
Thee most important source of power that Yoruba husbands hold over their
wivess is their right to the children. As mentioned above, children are an importantt reason why women will try to conform to the rules of proper behaviour.
Afterr a divorce, children will normally stay with the patrilineage of the husband,, even if they cannot stay in the husband's household. Divorced women
mayy take the very young breast-feeding children, butt the father will claim them
whenn the children grow older. In matrilineal societies, such as the Kwahu of
Ghana,, husbands cannot have such power over women because they are the
outsiderss and cannot claim the children (Van der Geest 1975:58).
SocialSocial life of spouses
Withinn marriages, women and men lead largely separate social lives, in their
differentt networks of family, friends and business relations (see also Drews
2000:12;; Marshall 1976:181). Caldwell (1976:80) states that with the rural-urban
migrationn and nuclear families living together as a unit, husbands and wives have
becomee more dependent on each other. I think this is a matter of gradation.
Onee can observe husbands and wives publicly going out together. However, my
impressionn is that this is the exception rather than the rule. Even if they go to
certainn places together, such as weddings, funerals or church, they will often
participatee in the occasion in separate gender circles.
HouseholdHousehold economy
Yorubaa women are famous for their trading abilities. In economic respects, husbandss and wives remain independent of one another to a large extent (see also
Dii Domenico et al. 1987:121; Luchok 1993:60; Oyewumi 1977:55; Sudarkasa
1973:119-120).. Yoruba husbands are traditionally responsible for the housing,
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foodd and health care of the family and should at least contribute to school fees,
schooll uniforms and books for the children. They are also expected to provide
theirr wives with initial capital to start their own business (see also Drews
2000:12;; Luchok 1993:69; Sudarkasa 1973:117-118). The wife is expected to work
andd contribute to the family income.
Boserupp (1997:510) observed that Yoruba are exceptional compared to other
ethnicc groups for the large part that women must contribute to the family income.. I did not investigate husbands' contributions, but I think Boserup's findingss are indicative: Very few women in her study (only 5% in her sample of 144)
receivedd everything they needed in terms of food, clothing and cash from their
husband.. Only 2% of the 144 women performed only domestic activities
aroundd their own homes. Virtually all women had sources of income other than
theirr husbands. Nearly one-fifth did not receive anything from their husbands,
butt still had to perform domestic duties for them, including cooking and washingg clothes. I agree with Matory (1994:94) who states that, 'The quality of children'ss clothing, nutrition and education tends to reflect disproportionately the
sizee of their mother's income, especially in a polygynous situation'. The income
off the mother will surely go to the children and the household, while that of the
husbandd can be used to his liking, including for marrying another wife or supportingg mistresses. In her study in Awe, a Yoruba town, Sudarkasa (1973:128)
foundd that men counted the taking of an (additional) wife as their major expense,, more important than building and repairing houses and sending childrenn to school.
Somee scholars such as Hoch-Smith (1978:249) consider the relative economicc independence of women as a source of power. I tend to disagree, and see
itt rather as a necessary adaptation to a situation where men do not provide exclusivelyy for their nuclear family, and sometimes not for their nuclear family at
all.. Men have many obligations, also financial, to their extended family and
perhapss other wives or girlfriends. Moreover, because women stay outsiders in
thee patrilineage of their husbands and children, if anything would happen to
theirr husbands, women are at the mercy of their in-laws. Women therefore
keepp receipts from the purchases of durable items that they bought with their
ownn money (my Yoruba female friends advised me to do so as well) in order to
avoidd having these items claimed by the in-laws, in case their husbands die.
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Children n
Thee main reason for marriage is to produce children. Very few women would
preferprefer to have children out of wedlock, because this would bring them and their
illegitimatee children many practical and social problems. However, as the sayingg goes, 'Better to have a child and not be married than to be married and not
havee children' (Taiwo & Olunlade 1998:8). Among my Yoruba acquaintances,
somee young educated women opted to have children on their own, because,
theyy explained, they could not find a suitable marriage partner. They were disillusionedd after former relationships or anticipated problems in future ones (see
alsoo Karanja 1994:202). W o m e n who decide to have a child out of wedlock may
eitherr have the father acknowledge and financially support the child, or may decidee not to disclose who the father is, because a father may at any time claim the
child,, since it belongs to his patrilineage.
Havingg children in Yoruba culture is one of the preconditions of a successfull life. Children bring happiness, status and economicc security in old age; a life
withoutt children has no meaning as various Yoruba proverbs, such as the ones
below,, confirm. 1 '
OlomoOlomo lo ni aye- People who have children own the world
OmoOmo nii pari gla- Children are the end of the wealth
EniEni to ba wa si aiye ti ko bimo, o wa lasan ni — Somebody who comes to this
earthh without issue has got nothing
However,, the following proverb 'warns' that the Value' of children only really
countss when they survive their parents.
OmoOmo 0 layole, eni onto sin lo bimo- Children are not dependable or reliable, those
whoo are outlived by children are the ones regarded as mother or father of
childrenn [Only when you die before your children die, you are considered a
mother,, i.e. when you can be buried by your children]
Childrenn are valuable to parents both during the parents' life on earth and after
theyy die. Babatunde (1992:50) explains the great importance of procreation in
termss of afterlife. According to him, deceased humans can only become ancestorss when they have descendants who perform ritual obligations. O n l y then
willl they be admitted to the circle of ancestors. The more descendants one has,
thee higher the chance of becoming a respected ancestor. Only a few informants
talkedd about the value of children when they are still young. A 33 year-old femalee schoolteacher who has two daughters, 6 and 8 years old, and who would
likee to have another child (preferably a boy) said:
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II just love children; they give me joy. I learn so much from my own and other
childrenn around me. They tell me what happened to them and their friends,
whatt they learned in school and die church. Children will also take care of you
whenn you are old and will look after you when you are sick. My husband also
wantss more children, but maybe not for the same reasons, the joy they bring.
Hee does not spend much time with the children. When he comes home after
work,, he goes out again and tlien comes home only when they sleep.
Youngg persons appeared to have the same views as adults concerning the importancee of having children. When students answered the 'finish the sentence
question':: 'The main reason(s) for having children is/are ... ', most of them
thoughtt predominantly of the use of children when they themselves would be
oldd or dead. Only a few students reported the use and pleasure of the company
off children when they are still young (Table 3.2).
Tablee 3.2.

Students' opinions about the value o f children (multiple response, N=146)

perceivedperceived value of children

percent

afterafter death
Carryy on my name, replace me, represent me when I am dead, continue my life
Someonee t o inherit my properties and t o inherit the care o f the family
Too have someone to bury me

33%
21%
3%

supportsupport function during life
Caree and comfort in old age

24%

Too give them a good education (so they can support me)
Theyy are useftjl for help at home, to send them around
Theyy can take care o f my properties when I am old
emotionalemotional function
Childrenn will bring happiness, are good company, I will be lonely without children
too be proud o f
preconditionprecondition for useful existence
Childrenn are most important in Yoruba culture, they are the reason for living, the
reasonn for coming into this world
Nott to be abused and called barren

8%
6%
5%

13%
1%

5%
2%

Source:Source: self-administered questionnaire filled by 146 students in llupeju Secondary School

Traditionall Yoruba culture pleads for an abundance of the good things in life:
children,, wealth, health and long life (Hallgren 1988:14). Although the average
completedd fertility of Yoruba women has decreased over time, it is still as high
ass 6.3 (Hollos & Larsen 1992).M The present study found similarly high figures.15
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Caldwelll and Hollos & Larsen consider the rationale for a big family with many
childrenn for the parents and the patrilineage from an earthly perspective. More
childrenn give higher status and form the potential for more affiliate ties with
otherr families, which would expand the social and economic network of the
familyy (Caldwell 1976:45? Hollos & Larsen 1992). Networking is of utmost
importancee in a society where social relations are at least as important as qualificationss when securing jobs and opportunities.
'Forr men, having many children is an ego trip. And then they do not take
caree of them, just pat them on the head and show ofFhow many they have', said
aa well-educated 38 year-old business woman, wife and mother of two, during an
exploratoryy interview for the present study. Husbands, more than their wives,
placee a high premium on having many children. Numerous children enhance a
man'ss status and the prestige of his lineage, as well as give him a stronger vote in
familyy affairs since children are supposed to support their father. For a woman,
havingg a child means that she has a place in the lineage of her husband as the
motherr of children born to the lineage; more children increases her status
withinn the lineage, as in life in general. However, nowadays, women especially
wantt to limit the number of their offspring, mainly for economic reasons, since
theyy bear the brunt of the financial care of the children. Women may be torn
betweenn their personal preference (to limit the number of their offspring) and
thatt of their husbands (who want to have many children). Not following their
husbands'' wish carries the threat of him bringing in another wife, as a woman
inn an exploratory interview expressed. She is a 40 year-old schoolteacher and
hass three boys a 12,10 and 8 year-old.
II was married 13 years ago, in a traditional Muslim wedding. I am thefirstand
stilll the only wife. I told my husband that I do not want more children. Lately
myy husband told me that he wants more, and that I could still have them for
him.. If I do not agree, he said he could easily marry another wife. You never
knoww with these Lagos men, tomorrow they may come and say they are marryingg another wife. I will not agree with another wife, though. I will stay in the
housee but not have sex with him anymore - and I have told him this.
Thee continuously high value that Yoruba place on having many children could
alsoo be explained in the historical, political and economic context of Nigeria.
Sincee independence in i960, tensions have flared up again and again between
Yoruba,, Ibo and Hausa, the three most numerous ethnic groups in Nigeria. In
thee scramble for scarce resources in the stagnant economy, ethnic rivalries
becomee more frequent and harsh. Yoruba do not want to become a numerical
minorityy in the future by limiting the number of their offspring to only two or
three,, when the Muslim Hausa and the Catholic Ibo are having big families.
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Afterr all of this discussion of the high value placed on children, it is obvious
whyy infertility is seen as a big problem for men and even more so for women
(seee also Hallgren 1988; Koster-Oyekan 1999:21-23; Maclean 1982:167; Pearce
1995:198).. The life of an infertile woman is considered useless and void of happiness;; she is considered to not be worth her bridewealth. She may even be
suspectedd of being a witch who is a threat to others and be treated as an outcast.. Infertility is traditionally a legitimate reason for divorce for both men
andd women. I met several women who had been divorced because they were
infertile.. The threat of infertility and how it affects fertility regulation practices
willl be discussed in Chapter 8.
SocialisationSocialisation of children
Etiquette,, honesty, discipline and respect are all issues that are particularly
emphasisedd in Yoruba children's education and training (see also Eades 1980:152).
Thee most important virtue in a child is obedience. Parents and other adults try
too inculcate this upon their children from an early age. Children are not supposedd to question any command or instruction from adults and will be punishedd if they fail to obey. Children are expected to respect their parents, and not
bringg shame on them with behaviour that contradicts important rules and
normss of society. Relationships between parents and children are affectionate
whenn they are young, but become more distant when they are adolescents.
Fatherss especially can be very authoritarian and oblige their children to show
formall respect (see also Babatunde 1992:9).2
Thee socialisation of Yoruba children is changing over time. Traditionally,
childrenn grew up in extended families with different generations of the patrilineagee living together in one compound. This fostered solidarity among the
memberss and children were raised with a sense of community (Gbadeges in
1991:63).. Nowadays, especially in towns, many children reside with their nuclearr families, possibly with aged grandparents, but not with aunts, uncles and
cousinss as before.17 Many parents are away working most of the day and have to
leavee their children with domestic workers and older siblings. This has farreachingg consequences for their socialisation. Before, they had family age mates
(cousins),, and guardians (aunts and uncles) at hand, nowadays children often
havee few family members around. Without family members to supervise them,
childrenn have more freedom to do what they like, for better or worse.
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Sociall and ethical values
Prestige,Prestige, respect» and shame
Yorubaa society is sharply stratified. Traditionally, the main determinant of
highh status was age, because older people (of both sexes) were considered to be
wiserr and ritually the most powerful (Peel 1968:26). Other determinants of statuss used to be traditional office (chieftaincy), family name (by descent and
throughh marriage), sex, educational level and number of children. Over thirty
yearss ago, Peel (1968:41) already indicated that the major indicator for high statuss was increasingly becoming monetary wealth. As I mentioned before,
Yorubaa today are preoccupied with making money. Social status based on
moneyy can only be attributed to persons when they publicly show they are livingg up to it. Thus persons will not keep their wealth a secret if they want to derivee high status from it, but show it off and may even try to make their wealth
seemm more than it actually is. They show their affluence in extravagant dress,
paraphernaliaa (such as watches and other jewellery), cars and houses. Status
regulatess interpersonal behaviour; the hierarchy is strict and one should not
openlyy question the authority of persons who rank higher in status.
'Respect'' (owo) is a central value in Yoruba society and is closely related to
status.. Warren et al. (1996:11) explain that before showing and paying respect,
onee must determine one's status relative to others, both within the family and
thee larger community. Showing respect to older persons and those of higher
socio-economicc status, in the way of addressing, salutation and in obeisance is
compulsory.. Living with Yoruba, I was struck by the importance that they attachedd to outward appearances and proper behaviour. From childhood, all
Yorubaa internalise how they should behave in public, showing respect by properlyy addressing and greeting others is one example thereof. A wife should show
respectt to her husband and his family, a younger sibling to the older siblings,
childrenn to their parents and especially their father, juniors at a workplace to
theirr seniors, junior 19 wives to senior wives married in the extended family and
peoplee to their chiefs and oba (kings).
Respectt is, primarily, something that has to be shown; it need not necessarilyy be felt. Disrespecting someone in public to whom one owes respect is a grave
offence.. At the same time, showing someone disrespect is a way of establishing
one'ss higher status in relation to the other, relatively subordinate person.
'Luckily'' almost all persons have someone who must show them respect and
whomm they can thus treat as a subordinate. This is fortunate in a way, because it
takess away some of the strain of always being a subordinate, but it is unfortu-
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natee for the persons lowest in rank, who must suffer a lot of humiliation. Daily
lifee is full of this 'power game' revolving around respect (see Box 3.5).
Itt is difficult to determine what happens with power relations when nobody
iss watching. That which is not seen, including improper behaviour, officially
didd not happen (see also Bleek 1981:206). Women may have high status because
theyy are wealthy or high in professional ranks, and wives hold 'unseen' power
overr their husbands. Though they may have some status, I agree with Drews
(2000:12)) that 'whatever status a woman might have achieved in society, it will
neverr allow her an equal or superior position with regard to her husband'. I
wouldd add to this sentence 'at least publicly'.
Box3.5.. Respect
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Itt seemed a tiring and frustrating power game to me: the demonstration of respect
andd disrespect. One cannot let someone of a higher rank wait in one's office for
long,, but one can keep low status persons waiting for days. You do not have to greet
aa person lower than you. You do not even need to see him/her. A subordinate person
wouldd try to get the positive attention of a person higher in rank through excessive
respectfull greetings, so that maybe the eye of the superior person will fall on him or
herr and some favour may be granted.
Inn my Western view, the 'wrong' persons often had higher status. By this I mean
theyy did not deserve the high status they were accorded; they did not achieve the statuss because of merits that I value, such as professional capabilities. I respect high
statuss based on a person's age, but age is not the ruling determinant of status anymore.. In the first place, it is money, followed by name and then office, and in Nigeria
moneyy can buy name and office, and office and name can generate money.
Becausee of my husband's name and my skin colour, I was quite high on the hierarchicall ladder. I sometimes felt embarrassed by the rude way subordinates were
treated.. At the same time, I was advised to not be so polite and friendly to everybody,, especially subordinates who would try to use my friendliness against me. I was
alsoo warned not to forget to showrespect by properly addressing seniors in the family
orr in the office. That was sometimes difficult for me to feign especially when I could
nott feel respect for them. I am not good at pretending.
Shamee is a feeling that all Yoruba detest. It implies losing prestige in one's own
eyess and in the eyes of others. Owomoyela (1979:6) points out that Yoruba are
extremelyy concerned about asiri, which means 'secrets will cause embarrassmentt if revealed'. Thus the feeling of shame is mainly aroused when the reprimanding,, lecturing, disrespect, failure or misbehaviour is made public (see also
Owomoyelaa 1979:8-11). Not many Yoruba would make the mistake of punishingg someone in public, unless they feel very superior to the person. Instead, they
wouldd rather talk to or advise a person in private, or use proverbs in public.
Shamingg a person publicly may arouse anger and may even lead to revenge.
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Theree are terrible stories about subordinates having killed their 'masters', includingg white people, because the 'masters' had humiliated them in public.
(Likewise,, health educators have to be careful in their approach and wording, so
ass not to let the persons they talk to feel ashamed to have done something
'wrong'.) )
Personss will try to avoid behaviour and situations that could cause shame
suchh as doing something that contradicts the rules of proper behaviour, not livingg up to the expectations of others, being associated with someone immoral or
railingg in an effort. However, sometimes their potentially shameful behaviour is
enjoyablee or the only way out of a problem, as may be the case with premarital
sex,, women's extramarital affairs and abortion. In these and other cases, a personn will try to hide her or his behaviour in order to prevent shame.
GossipGossip and hearsay
Whilee no Yoruba likes to be the subject of gossip, most Yoruba seem to enjoy
gossiping.. Individualism and dissident behaviour easily lead to gossip. People
watchh one another's actions closely and carefully listen to each other's words.
Anyy abnormality in behaviour or manner of talking will be the object of gossip.
Theree are many opportunities for gossip in daily life. There is enforced idleness
becausee people often have to wait: for customers to come to your stall at the
market,, in offices for the person you need to see, for a job, for transport, for the
teacherr to come to class, for the food to be ready. The object of gossip may be
aboutt what a person has actually done, but more often it is hearsay about what
thee person has supposedly done. To be gossiped about is a source of shame. Therefore,, persons like to appear to conform to the norms and if they do something
againstt the rules or public values, they will try to do so secredy. Joining in gossip
aboutt a person's behaviour, even if one has secretly done the same shameful
thing,, is a way to publicly distance oneself from the condemned behaviour.
Hearsayy not only concerns persons, it can also concern attributes of certain
items,, including the effectiveness and side-effects of methods for abortion and
contraception,, and about the causes of diseases. Yoruba get a lot of information
fromm hearsay as opposed to written sources and audiovisual media, and they
seemm to really trust hearsay. I came across many stories that can only have been
startedd by hearsay. Stories circulate that white men who took dogs to the beach
andd forced them to have sex with girls caused the spread of AIDS in Nigeria.
Womenn know from hearsay that drinking a bottle of bitter lemon soft drink
afterr intercourse can prevent pregnancy, and that babies are born with the contraceptivee pill in the palm of their hand, which proves that the pill is not effective
inn preventing pregnancy.
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AmbiguityAmbiguity

and envy

Fortunee and luck are ambiguous issues to beget. O f course everybody would
likee to be fortunate and lucky. However, Yoruba are often jealous of others'
luckk and everybody is aware that any demonstration of fortune that befalls
themm may evoke another person's envy. A rather poor woman in an exploratory
intervieww told me:
Peoplee do not like others to have more than they have. They ask themselves
whyy they do not have what the other person has. They hate a person when he
orr she acts big, shows expensive clothes and jewellery.
Yorubaa have to deal with many ambiguities related to status, respect and envy.
O nn one hand, Yoruba like to show off and establish their higher status, with
clothes,, money, cars, jewellery and displays of disrespect to subordinates. O n
thee other hand, they like to hide their fortune in order not t c make others enviouss and provoke actions against them, such as the use ofjujie. People are normallyy jealous of their more fortunate community members, be it relatives, age
mates,, classmates or co-wives, and will try to outsmart them. At the same time
theyy will try to get close to them and get favours from t h e n by ostentatiously
showingg them respect.
II was puzzled by people's ambivalence about seeking t h e company of others
andd trusting others, including close relatives. Gbadegesin ( i ^ i ^ ) wrote that
Yorubaa are expected to have a well-developed sense of community and to contributee to the continued existence of the community. I had problems recognisingg this 'community sense'. Yes, Yoruba like to identify with a group. Warren et
al.. (1996:10) observed, like I did, that most adult Yoruba belong to a wide varietyy of associations including occupational, age groups, religieus and communityy groups. Younger Yoruba mainly belong to religious groups. People do not
likee to move as individuals. They like the company of others» and moving in a
groupp is also safer in places with general security problems. A. final reason why
personss do not like to be seen doing things on their own is because this may
makee them the object of suspicion and gossip (see also Pearce 1999:75).
However,, at the same time, Yoruba seem to be suspicious of the community
theyy want to be a part of. Gbadegesin (1991:66) theorises that the increasing distrustt between individuals may be inevitable when resources become scarcer,
whereass originally there was communal ownership of abundant land, which allowedd individuals to obtain portions for individual use as required (see also
Fadipee 1970:170). In non-agricultural environments, resources are also increasinglyy scarce. I heard and saw instances of siblings, parents and children trying to
outsmartt one another in getting hold of all resources, instead of trying to obtain
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resourcess in a communal effort and sharing them. T h e person getting a bigger
sharee of the resources is envied.
Envyy is often not merely passive. Persons may try to harm others they are
jealouss of, by asking a babalawo to make a charm that will bring misfortune.
Misfortunee can come in any form: routine miscarriage, failing exams, losing
moneyy in a business deal, bad health, sickness of children or not being liked by
others.. I found it striking that I never heard stories of a Yoruba person being
jealouss of someone of the other sex; jealousy only of those of the same sex is
commonn throughout African societies (Middleton & Winter 1993:9).

Sexuality y

Boxx 3.6. Sensuality
II was amazed at the sensuality men and women exposed towards the other sex in
theirr dressing, behaviour and allusions. I remember that in the beginning I often felt
embarrassedd when my rappa (wrapper of cloth, tied around the waist) would slide
down.. I would try tofixit unnoticed. Then I saw that some Yoruba women at parties
wouldd ostentatiously tie their rappa many times, even without obvious necessity,
showingg their underskirts. Women explained to me that this was to attract attention
off men and that it was a sensual message. The seemingly casual but often well-consideredd throwing up the shoulders of the sleeves of the big agbada that men wear
couldd be regarded asasimilarsign. However, I never sawadults, including husbands
andd wives, being affectionate towards one another in public.
Yorubaa society is permeated with sensuality between the sexes.'0 From a very
youngg age, boys and girls are made aware of gender differences. They are raised
too recognise and respect roles and behaviour appropriate to their sex. Small
boyss and girls are teased if they have friends of the other sex. If small boys behavee like 'real' men and small girls like 'real' womenn towards the other sex, it is
publiclyy sanctioned by adults and laughed about approvingly.
Pre-adolescentt youths are teased about their gender roles, and adults often
playfullyy challenge the other sex.'1 Yet, adolescents, especially while in secondaryy school, should not exhibit sensual behaviour, and sexuality is a taboo subject,, not to be discussed with adults and especially not with parents. Secondary
schooll youths should dress as asexually as possible in school. For girls, the
skirtss of school uniforms must be long, hair must be cut as short as boys' hair
andd be simply styled. Extensions and weaving, except for the simplest plaiting,
aree not allowed. They cannot wear make-up or other adornments except for
simplee earrings and a watch. Boys' school uniforms often include short trou-
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sers,, which imply childishness; hardly any adolescent boy would prefer to wear
shortt trousers.
InformationInformation and communication
Youthss are hardly educated on sexuality by their parents or by schoolteachers.
Theyy do not get enough information on their changing sexuality, neither about
thee physical changes in their body nor the emotional changes that adolescence
brings.. Adults generally believe that teaching adolescents about sex (which they
equatee with sexuality) and contraception would entice these youths to try it out
immediately.. There are no specific initiation ceremonies or rites for Yoruba
girls.. The absence of such ceremonies is an exception (Bascom 1969:56), for
theyy are important in many African societies, such as the Lozi in Zambia with
whomm I worked.'2 Traditionally in Yoruba society, aunts are the confidants of
theirr nieces and younger cousins. They educate the girls on sexuality, including
sex,, only when they are about to get married. By then, youths have often already
gott themselves into trouble (unwanted pregnancy), as the present study reveals.
Moreover,, aunts and cousins are often not around in town settings, and thus
adolescentss in need of information on sexuality rely mostly on information
fromm peers and popular magazines, which may not be the most reliable sources.
Thee sexuality education project in Ilupeju Secondary School, which was begunn for the present study, revealed much about the students' lack of sex-related
knowledge.. I was surprised about how little students knew about sexuality
issues,, and how eager they were to learn more about them. In response to a
self-administeredd questionnaire, three-fifths of the 174 student felt they had not
receivedd sufficient information on sexuality. Relatively more girls (70%) than
boyss (54%) felt they did not know enough. They had many questions related to
theirr sexuality that concerned not only their changing bodies, but also about
theirr feelings and emotions. The following questions capture the youths' uncertainty:: 'How can we discipline our emotions so that we do not make a nuisance
off ourselves?', 'Is it a disease or infection when the sexual organs of an 18 yearoldd boy are small when they are supposed to be big?', 'Is it good for a girl under 17
too have intercourse with a boy?' and 'What pain does a young woman get duringg childbearing as a result of not getting disvirgined [deflowered] in time?'.33
Girlss reported that their most important sources of information on sexuality
weree their mothers, aunts and magazines, while boys said they relied mostly on
television,, magazines and their mother. It was striking that the father did not
featuree as a source of information. When asked why the fathers were not a
sourcee of information, the youths explained that their fathers had very little
timee for them and that they were very strict. For these reasons, they felt too shy
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too ask their fathers questions. Youths in search of information hardly got what
theyy needed; mothers usually just told their children to stay away from the oppositee sex because it would bring them in contact with diseases and with unwantedd pregnancy (of themselves or their girlfriends) which would mean the
endd of their education. Some said their mothers specified that a girl can get
pregnantt especially when she has sex close to her period (a general misunderstandingg of confusing safe and fertile period)) and very few said their mother
advisedd them to use condoms. Aunts were said to give the same messages as
mothers.. Youths received more in-depth information on diseases and how to
preventt them by using condoms from radio and television, while in magazines
theyy read more about emotions related to having sexual relations with the oppositee sex.
Sincee information offered by adults is not enough for youths with so many
questions,, we also asked them if they ever asked their mother and father questionss related to sexuality. Table 3.3 shows that very little two-way communicationn ('ask and received',) on sexuality issues takes place between parents and
theirr children.
Tablee 3.3.

Communication on sexuality with their parents reported by secondary school
students,, by sex

communication communication
boysboys (N-8S)
withwith mother
Askk and received
Askk only
Receivedd only
Noo communication
Total Total
withwith fatherAskk and received
Askk only
Receivedd only

girlsgirls (N-83)

all(N-170*) all(N-170*)

12% %

29% %

9% %

6% %

8% %

13% %

39% %

26% %

66% %

26% %

20% %

46% %

100% 100%

100% 100%

100% 100%

6% %

2% 2%

4% 4%

7% %

1% %

12% %

18% %

5% 5%
15% %

Noo communication

76% %

78% %

77% %

TotalTotal **

700% %

100% 100%

700% %

Source:Source: self-administered questionnaire filled by 170 students in llupeju Secondary School
** Two students did not indicate their sex
* ** Figures do not add up to 100% due to rounding

Althoughh close to 30% of the girls had two-way communication with their
mother,, more than one quarter of the girls did not have any communication
withh their mother on sexual issues whatsoever. For boys, 12% had two-way
communicationn and 66% had no communication with their mother. More
thann three-quarters of both boys and girls had never asked or received any
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informationn from the father. Questions put to their mother mostly related to
thee development of pregnancy, how menstruation works and how they can preventt pregnancy. About one-fifth (21%) of the girls and half of the boys (46%)
saidd they never asked anything about sexuality from adults, or got any informationn from them. They said they discussed these issues with their peers instead.
Consideringg the lack of information and the unreliability ofwhat they hear, it is
nott surprising that so many youths get into trouble with an unwanted pregnancy. .
PremaritalPremarital sexual relationship
Itt is still ideal for Yoruba girls to remain a virgin until marriage, but nowadays
thee reality is different from the ideal. Statistics from several studies show that
manyy youths are sexually active, although the societal norm still condemns it.
Figuress from the different studies can hardly be compared because of the differencess in age range, in residence and in sex composition of the samples; the percentagee of sexually active youths ranged from 15% to 90%. M The school youths
inn the education project in the present study were between 14 and 22 years old.
Boyss in particular, but also some of the girls had started having sexual relationshipss (see Table 3.4).
Tablee 3.4.

Students reporting to have a serious friend and sexual intercourse, by sex
boysboys (N-74)

girlsgirls (N=67)

Everr had a serious friend

65% %

45% %

55% %

Neverr had a serious friend

35% %

55% %

45% %

contactcontact with other sex

Total Total

100% 100%

100% 100%

all(N=141) all(N=141)

700% %

Everr had sexual intercourse

46% %

16% %

Neverr had sexual intercourse

54% %

84% %

69% %

700% %

700% %

Total Total

100% 100%

31% %

Source:Source: self-administered questionnaire filled by 141 students in llupeju Secondary School

Tablee 3.4 indicates that youths may have serious friends of the opposite sex
withoutt necessarily having sexual intercourse. They explained that serious
friendss are friends they discuss a possible future together with. Stories that studentss wrote (discussed in Chapter 7) will show, however, that it is difficult to
keepp these relationships at the level of only platonic love.
Unmarriedd sexual partners, especially young ones, will normally keep their
relationshipp secret to adhere to the societal norm. If nobody knows about it, it
didd not happen. Thus, it cannot be a subject of gossip and reason for feeling
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ashamed.. However, as indicated before, rules about premarital abstinence are
publiclyy eroding mainly among poorer parts of society: A single woman may
agreee to have a sexual relationship with a man who promised to marry her after
shee got pregnant or got a child. In this way she proves her fertility and her worth
ass a wife (see also Makinwa-Adebusoye 1991:45; Pearce 1999:76).
Nowadays,, in town, some educated single young men and women (but not
secondaryy school youth) may have sexual relationships, casual and more regular,, which are not necessarily secret. Men enjoy the attention of young women
andd young women enjoy the financial support, since men are supposed to prove
theirr affection by giving their mistresses and girlfriends money and presents.
However,, this type of relationship is not a permanent state for most women and
men.. They will eventually get married, possibly with a completely different
partner,, and have legitimate children (Taiwo & Olunlade 1998:6).

Health-caree providers
Yorubaa use different types of health-care providers, all of whom are present
throughoutt Yoruba land: Yoruba traditional medicine providers (in this study
alsoo called 'ethnomedical providers')) healers trained in the biomedical tradition,, spiritual healers in Aladura and other spiritual churches and Muslim traditionall healers. Generally, Yoruba use providers of all types, which illustrates
bothh the pragmatism and syncretism of the Yoruba world-sense. The provider
theyy use for a certain health problem depends on many factors, including the
typee of health problem, the perceived cause, finances available, privacy, availabilityy and perceived effectiveness of different treatments. Maclean's (1982:177)
statementt about Yoruba women's utilisation of different health care providers
forr maternal and child health holds for most Yoruba, 'Yoruba mothers are
empiricists,, prepared to accept methods that are patently successful'. Thus the
methodss do not need to be scientifically proven to be considered successful, but
ratherr persons must believe they are successful through hearsay, know others
whoo have supposedly used the methods successfully or they believe the advertisementss of providers.
Thee perceived nature of a health problem will, of course, influence the
choicee of provider. Yoruba will always try to explain and look for the causes of
anyy particular occurrence, including illness. In the case of illness, they first look
forr possible natural causes, including germs, and psychosocial disturbances.
Afterr all the natural possibilities are exhausted, they look for supernatural
causes,, including malicious spiritual beings, witches, or angry ancestors or deities
(Gbadegesinn 1991:115-128). Since Yoruba accept that most diseases have a purely
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naturall cause, many of the remedies to treat these diseases are also natural and
nott supernatural. However, because supernatural agencies including witches,
orisaorisa and evil spirits may interfere with the efficacy of natural medicines, a
non-naturall element may be added to the cure. Diseases caused by evil spirits
calll for action to conquer them, while disease sent by God and orisa can only be
curedd by the moral repentance of the sufferer, i.e. by praying for forgiveness for
committingg a sin (Peel 1968:128-129).
Manyy of the ethnomedical beliefs and practices remain strong, but Yoruba
alsoo assimilate new ideas from biomedicine and integrate the two (see also
Pearcee 1999:73). In the following paragraphs I examine the biomedical and
ethnomedicall providers because these are the categories that women use most,
inn particular for reproductive healthh care. In different chapters of this book the
health-caree providers for the specific fertility regulation practice will get attention,, i.e. those providing abortion services, contraceptives and infertility treatment. .
BiomedicalBiomedical services
Thee public health-care system includes federal and state-owned hospitals and
health-centress and LGA health-centres and clinics. (Hospitals are larger in structuree and more comprehensive in terms of available services than health-centres,
andd health-centres are larger and more comprehensive than clinics.) Although
servicess are no longer free, clients pay only a small fee, because the government
subsidisess the services. As with many public services, the public health-care
systemm has problems with frequent drug shortages, run-down physical structures,, outdated and broken equipment and shortage of skilled staff (see also
Ogunbekunn et al. 1999:175).
Ann ever-increasing part of biomedical health-care is provided by the private
sector,, where there is a system of fee-for-services. In this private sector, there is
noo clear distinction between physician's practice, clinics and hospitals (see also
Henshaww et al. 1998:157). Thus, these private institutions range from proper
hospitalss with resident specialists to small clinics with possibly a visiting general
practitioner.. The quality of these private institutions varies enormously and
cannott be controlled by the government since, as Ogunbekun et al. (1999:174)
stated,, a sizeable number are believed to be operating without an appropriate
licencee by State Ministries of Health. Another problem with private health-care
thatt Ogunbekun et al. (1999:177) cited was that since the private hospital marketket is competitive, providers might resort to charging very low fees, which cannott cover good quality care.
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Manyy public and private hospitals, health-centres and clinics are not fully
equippedd and do not have qualified staff, or qualified staff is only available
part-time.. Moreover, it is very difficult to maintain hygienic conditions in a
hospitall when there are frequent (daily) power cuts, lack of water and shortages
off diesel (for electric generators). Only a very few private hospitals in Lagos can
affordd to have a constant power supply (with electricity provision backed up by
theirr own generators) and water (by buying from commercial water sellers).
EthnomedicalEthnomedical services
Theree are a variety of Yoruba ethnomedical service providers, each with their
ownn specialities. Some know how to control non-human forces that cause illness,, while others treat natural causes and others can do both. I do not believe
thatt the expansion of biomedical services will phase out the traditional healthcaree providers because these have specialities that Yoruba highly value. Yoruba
believee that some health problems, which biomedical doctors may not even
acknowledge,, can be prevented or solved exclusively by traditional healers. Exampless are prevention of miscarriage and treatment of infertility that result
fromfrom certain ethnomedical conditions, as will be explained in Chapter 8.
MacleanMaclean (1982:163) distinguishes two main groups of Yoruba traditional
healers,, the onisegun (herbalists) and the babalawo (diviners). However, when
shee explains their practices, it becomes clear these are really two extremes of a
continuum.. Both may use the other's methods, with the 'pure* babalawo using
divinationn only and the 'pure' onisegun only herbs. When I asked informants
(communityy members and health providers) to name the different traditional
healthh providers they came up with a long list." The two important groups for
thee present study were the olpmp wewe (traditional birth attendants) and the
babalawobabalawo (I fa priests)
OlpmpOlpmp wewe
OlpmpOlpmp wewe are the Yoruba traditional reproductive health specialists offering
maternall health and fertility regulation services. Their name literally means
'ownerss of small children' and they are also known as agbebi (owner of babies)
orr alagbo onto (owner of herbal medicine for children). In English, they call
themselvess traditional birth attendants (TBAs). I think 'traditional midwives'
wouldd be a more appropriate name for them, because they provide many of the
samee services as a midwife trained in biomedicine. However, the problem with
thee term midwifeis that most Yoruba TBAs are male, about three-quarters of the
422 TBAs involved in the present study were men. Their explanation is that men
generallyy have more spiritual power to deal with the many evil supernatural
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forcess that tend to tamper with fertility, pregnancy and delivery. TBAs inherit
thee spiritual powers necessary to practise their profession from their fathers. A
Yorubaa matron in a public hospital offered another rather plausible explanation
whyy most Yoruba TBAs are men, in light of the patrilineal system:
Itt is a way to keep the knowledge within the family. If they [male TBAs] would
telll their sisters or daughters, it would go to other families when they marry. If
menn say that menstruation spoils the medicines it is their way to push women
fromm the job.
AA female TBA explained that women might be hesitant to take up the TBA professionn on their own, without being backed by their husband or father. Since
mostt TBAs are believed to possess mystical powers, people may consider female
TBAss to be witches. This is something no woman would want to be accused of.
Somee TBAs apply only natural medicines while others use both natural and
spirituall remedies. Strangely enough, Luchok (1998:77) and Maclean (1982:169)
statee that most Yoruba towns have no special class of traditional midwives. I
wonderr if this is really true for the areas where they did their research; in Lagos
Statee there definitely is a very distinct class of TBAs, complete with their own associations,, separate from the associations of traditional healers (see Box 3.7).

Boxx 3.7.

Olomo wewe

Onee ofthe most important and most satisfying activities in the project was working
withh the olomo wewe, the Yoruba traditional birth attendants. I was introduced to
onee o f them, Baba Rashidi, who had his clinic in the heart o f Lagos Island. During
manyy days I satin the compound where his clinic is located, simply observing what
wass happening and talking to him, his helpers, his clients and the neighbours. Some
Sundayss I would go to his special ANC clinic, when he asks all pregnant women who
aree registered in his clinic to come. He examines the women and they get tetanus
vaccinationss from two LGA nurses who are present on these special days. The first
timee I went there, I was surprised to find over 200 women. They sat on benches and
chairss rented for the occasion. Baba Rashidi introduced me to some other olomo
wewewewe and I found out that there is an association o f traditional birth attendants o f
Lagoss Island. They invited me to come to their meeting and made me feel welcome.
Mostt o f them were interested in participating in the project. What struck me most
whenn visiting many olomo wewe in their clinics was the relaxed but also mutually respectfull interaction between clients and olomo wewe.
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Top:Top: Clinic of Baba Rashidi (standing), TBA on Lagos Island
Bottom:Bottom: Herbalist (eleweomq) on Lagos Island
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Mostt (three-quarters) of the 42 TBAs I worked with, said they were born into
thee profession and have learned it from a family member, usually their father.
Thee others had been apprenticed with an established TBA for between three to
sixx years before they were 'free' to open their independent clinics. Yoruba (and
non-Yoruba)) residents both in towns and rural areas continue to use their services.. I found that about three-fifths of women in the community survey had
usedd them for ANC services, more than one third of women had delivered with
themm and more than half of the women with infertility problems had consulted
themm for treatment. Their utilisation for abortion and contraceptive services is
lower,, and will be discussed in Chapters 5, 6 and 7. My experiences with Yoruba
TBAss were very positive. TBAs seem to be sensitive to the conditions of their
felloww Yoruba, good counsellors and skilled mediators between parents and
children,, husbands, wives and other family members. Women and men said
theyy liked their respectful attitude, empathy, familiarity and the time they take
too listen to clients' complaints.

Babalawo Babalawo
BabalawoBabalawo (literally: father of mysteries) are priests, usually male, who consu
thee Ifa oracle by divinatory casting. The cast will direct the babalawo to certain
versess of the Odu, the verses of Ifa. The Ifa oracle is the way to approach all deities.. The babalawo applies the outcome of the casting to the client's problems
(includingg the cause of the disease) and directs the person what to do (including
whichh treatment to take). Clients do not only consult the babalawo in case of
illness,, but also if bad luck or other problem has befallen a person or family, or
whenn they would like to know which decision to make. The babalawo has undergonee a lengthy training from a master. He also has knowledge of medicines,
ogun.ogun. Opin range from herbal preparations for natural illnesses to charms, juju,
forr preventing ill luck or frustrating one's enemy (see also Maclean 1982:165;
Peell 1968:33). Many persons (and especially biomedical providers and orthodox
Christians)) call all Yoruba traditional healers babalawo. The term babalawo oftenn carries negative connotations of being a fetish worshipper and providing
dangerouss treatments.

RelationshipRelationship between ethnomedical and biomedical health-care provider
Thee relationship between biomedical and ethnomedical providers in Yoruba
landd can be characterised as antagonistic (see also Ventevogel 1996:43). The differentt health-care providers are generally uncooperative, distant and full of
mutuall distrust of each other. TBAs in the present study accused biomedical
stafff of negligence, a careless attitude towards their patients and delay in
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treatment.. Biomedical health staffdescribed the practices of TBAs as ineffective,
unhygienicc and dangerous, and the TBAs themselves as being fetishists. However,, at the same time, about one-third of the participants in the seminars with
biomedicall health staff both in Lagos and Epe 'admitted' that they or their familyy consulted traditional healers for certain health problems that biomedicine
cannott treat. Likewise, traditional healers consult biomedical providers. Hospitall staff often blamed the traditional healers for the abortion complications of
womenn who came to the hospital. However, as indicated before, the findings of
thee present study show that traditional healers performed very few of the abortions,, although relatively, many of the abortions performed by TBAs and other
traditionall healers resulted in complications. A female TBA in Lagos explained
howw health staff could get the impression that traditional healers perform many
abortions: :
Whenn doctors are complaining about traditional healers who do bad abortions,, often it was the women themselves who bought something. Women can
justt get medicines for abortion, like seeds and herbs from herb sellers in the
market.. When they get complications and go to the hospital they would say
thatt some baba [old man, tide of respect] gave them to her. Hospital staff
memberss then assume that this baba was a traditional healer.
Thee Nigerian government as well as international organisations and nongovernmentall organisations (NGOs) have conducted training for TBAs to bridge
thee gap between ethnomedical and biomedical services. Most of the TBAs in the
presentt study had been involved in some training. However, from the stories of
TBAs,, I get the impression that the training was mosdy intended to utilise TBAs
inn the biomedical health-care system at the lowest level, and not to explore their
experiencee (see also Ventevogel 1996:45-50). Understanding central values in
Yorubaa culture, i.e. the importance of showing respect and avoiding anything
thatt could cause shame, made me understand that many training programs had
nott succeeded precisely because the trainers did not pay due attention to these
centrall values. During the seminars held for this study, we approached TBAs as
professionalss and always firstly explored their views, knowledge and practices
beforee gradually introducing any new (biomedical) ideas. T h e TBAs proved to
bee eager and quick learners of new ideas and knowledge, when they saw the advantagee of them.

io8 8

SECRETT STRATEGIES

Conclusion n
Likee all Yoruba, Yoruba women are ambitious and entrepreneurial. Single
womenn strive to be educated and improve their chances for a well-paid job or
forr making money through business. Married women are largely economically
independentt of their husbands and move in their own separate social networks.
Thiss chapter has shown that the patrilineal kinship system in which bridewealthh is paid, in which children belong to the father's patrilineage and which
allowss polygyny, conditions and constrains women's agency. There are many
ruless in Yoruba society, of which there are more for women than for men. Since
womenn remain the outsiders in their husband's lineage and their loyalty cannot
bee guaranteed, these rules and the punishment for violating them, serve to ensuree proper behaviour, of women more than of men.
AA girl is socialised and conditioned to become a wife and a mother; it is in
everybody'ss interest, especially her own and her parents', that she would be
worthh having as a wife. Her worth as a wife is jeopardised if she is known to have
behavedd badly, by breaking prevailing rules. Married women are also inclined
too follow the dominant rules, because they are dependent on their husband and
in-lawss for their own and their children's social position. Being found out to
havee broken dominant rules will lower one's prestige and be a cause for shame, a
feelingg that Yoruba detest and try to prevent in any way possible. We will see
thatt some of the decisions women make regarding abortion are inspired preciselyy by this avoidance of shame.

CHAPTERR 4

ABORTION,, RULE AND REALITY

Thiss chapter will show the divergence between the rules related to abortion and
thee reality of it. Such a divergence is not abnormal; as was already discussed in
Chapterr i, the practice of persons will not always follow their society's rules for
properr behaviour. Individuals or groups of persons may, intentionally or unintentionally,, routinely break the rules. Either they may consider that what is
deemedd appropriate is not in their personal interests, or emergencies may arise
inn which they see breaking the rules as the best way to cope with the situation.
InIn this chapter, I describe on the one hand the opinions of the community
aboutt abortion, and on the other hand the prevalence thereof. This discussion
setss the context for Chapters 5 and 6, which deal with individual abortion experiencess of single and married women. Their accounts will explain why women
mightt break the rules.
SourcesSources of information
Thee informants who helped to paint a picture of the societal rules concerning
abortionn were women, men and youths in the community, secondary school
studentss and ethnomedical and biomedical service providers. They gave their
personall and group opinions on abortion and women who abort (see Table 4.1)
Thee reality of abortion is derived by calculating the prevalence of abortion
amongg women in the community survey. The rate of unsafe abortions is based
onn personal stories of women with abortion experiences who survived abortion,
andd from the histories about women who died. Thus, I analysed induced abortionn from two perspectives: using the individual woman as a unit of observation
andd using the induced abortion itself (see also Zamudio et al. 1999:413). For example,, the rate of unsafe abortions and complications are calculated over all recordedd abortion experiences, while the prevalence of abortion was figured with
alll interviewed community women as the denominator.

SECRETT STRATEGIES

Tablee 4 . 1 .

Sources o f information for Chapter 4: Abortion, rule and reality

studystudy population

data collection method and sample size

forfor rules regarding and opinions about abortion
Olderr women, younger women, men, girls and

Focus group discussions: 5 with each o f the

boyss

adult groups, 7 with boys and 7 with girls

Secondaryy school youth

Group discussions and group work

Womenn in the community survey and ANC survey Open questions (N-714)
Biomedicall staff

Group discussions and self-administered
questionnairee ( N - 4 6 )

Traditionall birth attendants

Group discussions and in-depth interviews (N-42)

forfor practice ofabortion
Womenn with past abortion experiences

Semi-structured interviews ( N - 6 5 2 * )

Womenn in community survey

Semi-structured interviews ( N - 6 5 2 * )

Womenn in ANC survey

Semi-structured interviews ( N - 3 6 7 )

Womenn in the hospital with abortion

In-depth interviews (N-41)

complications s
Historiess about women who have died

from

Semi-structured interviews ( N - 1 0 6 )

abortionn (told by women in community survey)
**

It is a coincidence that the numbers are equal (see Table 2.4)

Publicc opinions about abortion

Itt was not surprising that the first reaction of most persons when we asked them
whatt they thought of abortion was usually an outright, 'It is very bad'. Of the
7144 women we asked in interviews, 85% voiced negative opinions about abortion,, and so did nearly all participants in the focus group discussions and group
sessions.. Women interviewed in Epe (the rural area) were relatively more negativee about abortion (90%) than in Lagos (urban area), where 81% of interviewedd women had a negative opinion. They may condemn it less pardy becausee relatively more women in Lagos had experienced an abortion. It cannot
bee deduced whether these women had an abortion because they had a less negativee opinion, or if it was the other way around, that they were less condemning
becausee they had had an abortion. I am inclined to believe the latter is true (providedd they did not experience complications after abortion). Yet, the majority
off women who had an abortion were negative (73%), which proves the strong
negativee feelings. Among the women of different religions, the Aladura were
thee least negative about abortion (78%), perhaps because the Aladura church is
generallyy the least dogmatic among the churches. Married and single women
weree equally negative about abortion. Only 7% of the married women interviewedd had positive opinions, compared to 4% of the single women. Single
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womenn had more mixed feelings, maybe because, although they think abortion
iss bad, they know that many single women resort to abortion as a solution for
ann unwanted pregnancy.
MoralMoral objections and health risks
Thiss quantitative information, simply knowing the distribution of the negative
andd positive views on abortion, does not suffice as an answer to the question,
'Whatt are the public opinions on abortion?' W e need to know why persons
thinkk abortion is bad (or good). They could have a negative opinion because it
iss against the law, because it is against their religious beliefs or moral convictionss to kill a potential life, because abortion is a risk to the woman's health or
forr other reasons. It could be potentially more stigmatising for a woman to act
againstt religious or moral community norms (if she is discovered) than if she
wouldd be considered to 'just' be risking her own health and life. Therefore, if
theree are strong moral and religious convictions against abortion, women
mightt not so readily share their experiences with others. Some of the respondents'' common statements illustrating moral and health objections are found
below: :
NegativeNegative health consequences of abortion:
Itt is a dangerous thing to do. Complications can follow: infertility or death.
Itt is risky, because one may remain barren for the rest of one's life.
Itt is very dangerous, because the woman can die in the process and that is the
endd of her.
Itt is not good at all, it can affect one's reproductive system and you know how
wee attach great importance to children here.
MoralMoral objections against abortion
Itt is not good, because prevention is better than cure, and the cure in this case
involvess taking a life.
Itt is not good; it is like spoiling the work of God.
Itt is sinful. God says you must not kill. So why not leave the poor child to
comee and enjoy life?
Iff her own mother had aborted her, would she be alive by now?
CombinationCombination of health and moral objections
Itt is not good, it kills and it is a sin if you go about with men and you commit
abortionn and you die. Then you have killed yourself.
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Riskk of death appeared to be the single most commonly mentioned objection
againstt abortion by women in Epe (37%) and even more so by Lagos women
(44%),, but also the 'risk of infertility' scored high, 24% in Epe and in Lagos.
T h ee threat of infertility that will have negative social consequences for the rest
off her life is very real to all Yoruba women. As discussed in Chapter 3, a woman
withoutt a child does not count as a 'complete' woman in Yoruba society. So a
womann aborting her first pregnancy who is not able to conceive afterwards will
havee to carry the life-long consequences. T h e consequences of secondary infertilityy for a married woman who already has children may be different, but may
alsoo be problematic (see Chapter 8).
Morall objections refer to the religious doctrines (of all religions) that condemnn abortion as a sin against G o d (mentioned by 31% of women) or refer to
abortionn as being equal to murder (reported by 18%). None of the community
womenn mentioned federal laws as a reason to be against abortion. They probably
didd not know about them, since the anti-abortion law is rarely enforced. Moreover,, Nigerians generally have learned that many laws are erratically enforced
andd thus do not play a big role in an individual's decision-making process.
Ann interesting, unexpected finding was another category of objections
againstt abortion, which relate to the traditional religious beliefs about predestinationn of the number of children that a woman will bear. These are illustrated
inn the following answers of respondents who thought abortion is bad:
Thee woman may abort the only child or children given to her by God. We will
nott know which child was going to be great in future.
Supposingg she is destined to have only one child, after aborting it, all she will now
bee saying is that witchcraft is haunting her [whereas the respondent believes
thatt in reality she has exhausted the quota of children she was going to have].'
Iff a baby is aborted, that baby will never come back to the mother again, becausee the spirit of the child will be annoyed.
Ass was explained in Chapter 3, many Yoruba continue to believe in predestination.. Yoruba traditional belief holds that at birth, a woman has a predestined
numberr of children in her womb, and what each of those children is going to
becomee in his or her life is already fixed. Yoruba also believe in reincarnation of
deceasedd lineage members into the same lineage. Thus, by aborting a pregnancy,, a woman interferes with both her and the unborn child's destiny. This
cann have very negative consequences, including childlessness or missing a
chancee for wealth in the future, because the aborted child was destined to be
someonee important. However, although many Yoruba believe in predestinationn and reincarnation, just a minority (4%) objected to abortion on the basis
thatt a woman interferes with her destiny.
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Combiningg all answers (women could give multiple answers), negative
healthh consequences are the main concern against abortion. Roughly half of all
womenn (52%) who had negative opinions about abortion stated only negative
healthh effects as a reason and less than one third (31%) had only moral objections.. Table 4.2 summarises the answers and shows the differences in concerns
betweenn single and married women in Lagos and Epe.
Tablee 4.2,

Reasons given by interviewed women for their negative opinions about abortion, by
locationn and marital status
Epe Epe

all all

Lagos Lagos

single single
all* all* married married
singe singeall* all*
married married
singfe singfe
all all married married
reasonreasonfornegative opinion
aboutabout abortion
(N-202)(N-202) (N-41)(N-243)(N-249)
(N-9S) (N-346) (N-4S1'J (N-136) (N-589)

Healthh complications

46% % 61% %

49% % 51% %

65% % 54% % 49% % 64% % 52% %

Morall objections

34% % 29% % 33% % 31% %

23% % 29% % 33% % 25% % 31% %

Combination:: health

12% %

7% % 11% %

14% %

5% % 12% % 13% %

6% % 12% %

andd moral objections
Nott good to interfere

3% % _ « *

*

3% %

2% %

5% %

3% %

3% %

4% %

3% %

4% %

2% %

»*» »

1% %

3% %

**

3% %

withh destiny
Otherr combinations* *
TotalTotal * * * *

5% %

*»**

100% 100%
100% 100%
100% 100%
100% 100%
100% 100%
700% % 100% 100%
100% 100%
100% 100%

Source:Source: community and A N C survey combined
**
For t w o women, marital status was unknown
* ""
Health and destiny, moral and destiny and other
* * ** Only one woman gave this answer
Some figures d o not add up t o 100% due t o rounding

Inn both research areas, single women were significandy more concerned with the
negativee health consequences than married women. This is not surprising, becausee the consequences of infertility due to abortion, the second most commonly
statedd perceived health risk, are more severe for single women than for married
womenn who already have a child. Moreover, they probably have seen many of
theirr peers suffer from health complications after abortion. Compared to marriedd women, single women in both Lagos and Epe had fewer moral objections.
InIn view of the stated goal of finding solutions to abortion problems, it was a
positivee finding that fear of negative health consequences was the main objectionn to abortion, and not moral convictions. Persons who have strong moral
convictionss are usually less inclined to discuss and view problems from different
perspectives.. People who recognise problems as health-related will generally be
moree receptive to changes that could improve these unhealthy situations. For
servicee providers, the chance that interventions against unsafe abortions would
meett a listening ear therefore appears more positive.
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feelings

Itt is not always easy to give a straight answer to a question; 8% of the 714 interviewedd women were openly ambivalent and saw bad and good aspects of abortion.. These women regarded abortion as the best alternative in a given situation,, although they still disapproved of it. T h e highest percentage of women
whoo had a mixed opinion (14%) was found among the group of women who
hadd had an abortion. The majority of these women were of the opinion that it
wass a bad thing they did and a sin before God, but that they were forced to do it
byy the circumstances they found themselves in. These circumstances overruled
theirr morals and fear of health risks, as the following quotes illustrate:
Itt is a sin that I committed, but I still had to do it. May God forgive me. I prayed
forr forgiveness from God. (21 year-old married woman, who aborted when she
wass 19 because she was single and she and her partner had no money)
II did not like it at all, abortion is very painful and dangerous, and women can
diee from it. Circumstances pushed me into doing it. (25 year-old married
womann who aborted this year because her husband did not have a job at the
time,, and they did not have money to raise another child)
Itt is a sin before God, but parents make it hard for their daughters who get
pregnantt to keep the baby. I would also abort if I found myself pregnant. (18
year-oldd single apprentice who did not have an abortion)
AA 40 year-old married schoolteacher, who had four abortions, expressed her
opinionn more philosophically: 'It is not good to destroy what God has done,
butt morals also depend on reasons and conditions. When there is no money or
whenn nobody claims the baby, it is better to abort.'
BestBest solution
Comparedd to the number of informants with negative opinions on abortion,
informantss with relatively positive opinions were few, comprising just 6% of
thee 714 responses. However, it is important to identify why some women were
positive,, because their opinions could be a guide for creating more understanding
andd openness in the discussion about abortion. Women offered different reasons:
Itt is not really a bad practice; it may be the only option at that moment. What
iss the point giving birth to a child that one cannot cater for? (30 year-old marriedd woman in Epe, who has not had an abortion)
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II do not see anything wrong, because ifyour other child is still small and you becomee pregnant, the unborn baby can kill die one before it. (40 year-old married
fashionn designer in Epe who had three abortions during her marriage)
Iff you are single and from a polygynous home and you get pregnant, die other
peoplee in the home may laugh at you and your modier. (18 year-old single girl,
whoo at die time of die survey had an unwanted pregnancy that she had tried to
abort) )
Itt is unfair to bring an innocent child to the world to suffer for no just cause,
especiallyy if there is no money to cater for him. (21 year-old single woman in
Lagoss who had just abortedd an unwanted pregnancy because she and her boyfriendd did not have money)
II do not trunk that abortion is a bad thing. There could be so many circumstancess that would disturb someone to have a baby and take good care of it.
Theree may be no money, the mother may not be in good health, the other
childd may still be small or she has other plans with her education. One should
bee properly ready for a baby. I have done four abortions, two before I got marriedd and two during my marriage. (40 year-old married schoolteacher)
Itt is not bad, because some girls may find themselves trapped when their boyfriendd does not accept the pregnancy. (27 year-old married trader who had two
abortionss during her marriage)
Abortionn is good if you still want more children, instead of family planning
thatt will take a long time before I can get pregnant. (34 year-old married
businesswoman,, a university graduate, who had two abortions when she was
single) )
Thee main reported reason for being positive about abortion was that it provides
aa solution when a woman is faced with an unwanted pregnancy for whatever
reason.. The respondents foresaw serious problems when a woman is forced to
carryy an unwanted pregnancy to term. She may have to face the public disgrace
off being pregnant from a (secret) pre- or extramarital affair, financial problems,
thee inability to take care of the child, and/or the end of her education. Just three
womenn had another type of reason for being positive, as illustrated in the last
quote:: They considered abortion as a method of birth control and said to prefer
itt to regular contraception, because they thought contraception had too many
sidee effects, including delayed fertility or infertility. Apparendy they were not
awaree that unsafe abortion carried similar risks.
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AcceptabilityAcceptability of abortion under certain conditions
Thee majority of interviewed women and participants of group-sessions who
weree unconditionally negative about abortion did not differentiate between any
extenuatingg circumstances; they simply condemned abortion in all situations.
Thosee who had mixed feelings or were relatively positive about abortion were
moree open to certain circumstances of unwanted pregnancy, in which case
abortionn would be considered acceptable.
Whyy pregnancies under certain conditions are unwanted will differ between
societies,, groups and sub-groups. As one will recall, in some parts of Yoruba
land,, mainly among poorer families, a woman is expected to prove her fertility
andd usefulness for the patrilineage before her fiance will marry her. In most
otherr social environments, pregnancy before marriage is condemned and, by
definition,, unwanted. Among Yoruba, a pregnancy that comes too soon after
anotherr is always unwanted. When the same happens to a woman in Western
Europe,, she may welcome the pregnancy because she feels it is better to have the
childrenn close together. The children will have a playmate at home and it enabless her to accelerate her re-entry into society in pursuit of a career.
Inn the focus group discussions and group work with women, men, youth
andd ethnomedical and biomedical service providers, we discussed the circumstancess which would make a pregnancy unwanted, how a woman would feel,
howw the society would react and their opinions about the acceptability of abortionn in these circumstances. I was struck by the paradox of the participants'
thoroughh understanding of the circumstances under which pregnancies may be
unwanted,, and, at the same time, their rigorous conviction that women in most
off these circumstances should not abort, but have the baby. Only in cases of
rapee or when the father of the unborn baby died was abortion acceptable. In
bothh of these cases, the woman had an unwanted pregnancy because of circumstancess that were beyond her control and, therefore, her fault.
Rape Rape
Thee stories of rape that I heard (from women's personal experiences and from
storiess told by others) were mostly about girls who were either raped by a gang
off (school) boys, by a teacher or by a family member who was not related to her
byy blood (a step-father or a step-brother). Rape of married women was said to
bee mostly committed by armed robbers. Even after rape, the family of a single
girll will try to get the man take his responsibility and let him acknowledge the
pregnancy,, that is, if the person is not a family member or an armed robber. If
nobodyy takes responsibility, a child born from rape will be regarded as a bastard
andd will have problems in future, because (s)he does not belong to any known
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patrilineagee and may become an outcast in the community. Thus, when a singlee woman has been raped and the man who raped her is not known, the majorityy of participants in FGDs and group sessions with health staff considered abortionn acceptable and even advisable. A married woman pregnant from rape by
armedd robbers should always get an abortion. However, some participants
warnedd that abortion is always risky. One group gave the example of a newly
marriedd woman who had been raped by armed robbers. She got pregnant, and
thee husband advised her to abort the pregnancy. The electricity generator in the
privatee hospital went off while the doctor was performing the abortion, and she
diedd immediately. The couple had been married for only three months.
DeathDeath of the partner
Anotherr more or less acceptable reason for abortion, though mentioned less frequentlyy than rape, is the death of the man responsible for the pregnancy. When
aa woman is pregnant and her husband or fiance dies, the family of the man may
insistt that the woman abort if they feel that they cannot or do not want to cater
too the woman and her child. This may occur if the husband's relatives suspect
thatt she is responsible for the man's death. People will always look for persons
havingg caused an untimely, and therefore unnatural, death. When a young husbandd dies, her in-laws will often point to the wifee as the culprit. However, otherss believed that the woman should not abort, because she should consider the
childd as a 'gift' to replace her dead husband. Children born after their father dies
aree given names that will remind everyone of the circumstances under which
theyy were born, like Ekundayo (my sorrow has turned into joy), Enitan (a child
off history), Babatunde (father has come back) or Duminu (gladden my heart).
TooToo short of birth interval
AA pregnancy that comes too soon after a previous baby is normally considered
unwantedd for a Yoruba woman, since the ideal spacing between children is two
yearss or more. A woman who has her children too close usually becomes the
subjectt of gossip and abuse. People may call her all sorts of names, such as asewg
(whore),, or agbere (harlot). They may compare her to fertile animals who have
lotss of offspring, such as pigs (elede)> or mock her of being too fertile: iya
botinsinbotinsin lo mo njabo (a child is delivered as she sneezes). They may also accuse
herr of purposely endangering the life of her baby: iya olomolapere (a mother that
putss her children in the basket). People consider her as undisciplined, without
self-control,, impatient and not able to abstain from sex. They may taunt her
thatt she would rather give her breast to her husband than to her baby, believing
thatt when a lactating mother has sex, the man's sperm will spoil the breast
milk.1 1
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Despitee all of the social sanctions, a woman who gets pregnant too soon afterr having a baby may not mind what the community says as much as she is
concernedd for her own well-being and that of her children. She may be too tired
too go through another pregnancy and delivery again, so soon after the previous
onee from which she has not yet recovered mentally or physically. She may also
considerr the health of the preceding baby. A new pregnancy will take her full attentionn and care away from the baby who was just born. She may not have
enoughh breast milk for this child because the flow of breast milk diminishes
withh another pregnancy. As a consequence, the baby could become malnourishedd and sick. She may also have financial considerations; having a small baby
andand a. pregnancy at the same time may distract her from her work or business.
Thee stress of an unwanted new pregnancy may be so much that her breast milk
doess not flow and she will have to buy baby formula that she cannot afford. Or
shee may think ahead and know that there will just not be enough money to raise
anotherr child. All these reasons are acknowledged, but very few participants in
FGDss sympathised with the decision of such a woman to abort, and just onethirdd of biomedical health staff did. The majority were of the opinion that she
mustt have the baby and endure the burden. Only a few people pointed to the
riskk that the children would suffer, and that they might even die because the
motherr would not be able to care for both small children.
AA group of older women added that in the past, if a woman got pregnant
whenn still nursing a child, there was still another solution to the problem (other
thann 'enduring the stress' or abortion). Such a woman could take a special
charmm from the herbalist that would 'stop' the growth of the pregnancy. When
thee woman was ready for another child, the herbalist would remove the charm,
afterr which the pregnancy continued to grow. Traditional birth attendants confirmedfirmed that such a charm existed.

FinancialFinancial problems
Marriedd couples increasingly realise that an additional child may drain the
financiall resources of the family. As described in Chapter 3, for the majority of
familiess in Nigeria, the economic situation is becoming increasingly critical. An
additionall child will impede the education of the older children, for whom there
iss already not enough money to pay for their school fees. Yet paradoxically, childrenn are always considered an investment and financial resource for the future,
evenn if they remain uneducated, although education adds to the investment. For
singlee women and their partners, the prospect of having a child without being
financiallyfinancially 'safe', is often the reason to abort. Community members howeve
weree of the opinion that a lack of money should never be a reason for abortion.
Theyy believed that God would provide for such a child, 'God who allowed the
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pregnancyy to take place will also take care of the child'. Biomedical health-care
providerss both in Lagos and Epe and ethnomedical providers in Lagos (but not
inn Epe) proved to be more understanding of women aborting for financial reasons:: about half of them agreed with abortion under such circumstances.
ExtramaritalExtramarital affair
AA pregnancy from an extramarital affair is a threat to the wife's position in the
lineagee of her husband and to her relationship with her husband. A husband
willl never accept a child from another man produced during his marriage. He
mayy only accept and adopt a child whom the woman had before he married her.
Despitee these risks, some women have extramarital affairs, mainly for financial
reasons.. As discussed in Chapter 3, the wife is financially responsible for the upbringingg of her children to a large extent. As such, nearly all Yoruba women
mustt earn money, some in formal employment, but mostly as small traders.
Havingg lovers and sex for money is one way of supplementing the family income.. The statement of a TBA who performed abortions is illustrative:
Althoughh my heart is not with it, I have to help women who are in need and
whoo have a genuine reason for not wanting a pregnancy. A student who has to
finishfinish her exams has to come with the man who made her pregnant. I also help
aa married woman whose husband has travelled and who had sex for money to
takee care of her children and then got pregnant.
Womenn may also have extramarital affairs because they like sex or because they
havee fallen in love with a man, They are just like men who want to have sex
withh a pretty girl'. Whatever the reason women have for an extramarital affair,
theyy will never find sympathy from their husband or in-laws if it is found out
thatt they have delivered a child from such a relationship. Community members
andd health staff said that they understand a woman's wish to abort such a pregnancy,, but they would never sympathise with her. They consider approval of
thee abortion as approval of the extramarital affair.
PremaritalPremarital affair
Premaritall pregnancy is usually unwanted. It is a sign of disrespect of the traditionall taboo on premarital sex. Community members said that an unmarried
womann who is not engaged and gets pregnant will be gossiped about in the
community;; she will not be respected, and is considered a prostitute. She may
bee given nicknames such as dalemosu (she who gets pregnant in her father's
house)) and her child will be nicknamed mojere (inherited). People believe she
hass spoilt herself and may become a liability to her parents. However, her status
alsoo depends on how she behaves after she has the baby. If she keeps herself well
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andd lives with her parents, she is not stigmatised as much as when she lives on
herr own and 'jumps from man to man'.5
Pregnancyy when a girl is already engaged is not frowned upon as strongly,
exceptt when the couple has a strong Catholic background. One will recall that
inn some groups, pregnancy is even a condition for marriage. During the fieldworkk in Lagos, engaged women often told me that they were 'looking for pregnancy',, because only when they would be pregnant (some saidd only when they
wouldd have delivered the baby) would their fiances complete the final marriage
arrangements.. Only then would they be allowed to move into their future husbands'' homes.
Evenn if a girl does not mind the gossip of the community, she may foresee
problemss for herself as an unmarried mother, because it may be more difficult
forr her to find a good marriage partner. The FGD participants shared their views
onn the chances of an unmarried mother to get married. Views differed between
groupss of women, men, girls and boys, and even the opinions among the
womenn were divided. Some women said her chances were as good as a woman
withoutt a child, provided she had behaved well after having the child and preferablyy had lived under her parent's roof so that she could be monitored. Other
womenn foresaw that such a woman would carry the stigma all her life and men
wouldd not like to marry her. Alternatively, she would be 'cheap', because the
husbandd would not have to fulfil the normal financial marriage obligations
(payingg the full bridewealth).
Thee men in the FGDs said whether they would like to marry her or not it
dependedd on the circumstances of how the woman became pregnant. It should
bee investigated whether the father of the child has totally 'released' her and the
child,, or not. If he has not, the marriage may be dangerous for the new husband,, as the father of the child might be jealous and try to harm him. Some men
doo not want to financially support a child which is not their own. They may remainn jealous of the previous relationship the woman had.
Onn the other hand, some men like to have more experienced women, who
knoww how to take care of children and the household. They see a woman with a
premaritall child as an asset who will give birth to more children for him. Several
times,, community members stated that such a woman might even bring luck to
otherr wives of a man who could not conceive (see Chapter 8). A male member
inn a FGD told a story to illustrate this point:
Thee wives of my older brother could not conceive. He went to an herbalist and
wass advised to marry a woman who had borne a child already, if he wanted his
otherr wives to have children. It was not until he married this woman that his
otherr wives started to have issues [children].
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Judgingg from the opinions of the adult informants, it seems that having a child
beforee marriage does not necessarily spoil a woman's chances of finding a good
husband,, but could make it more difficult. However, boys and girls generally
hadd more pessimistic views about the chances of a girl with a child to get married.ried. Many of the schoolboys, who were about to embark on their adult lives
andd had not yet married, said they would not like to marry a girl who had a
childd already. Boys expressed fears that the father of the child might harass them
andd even try to murder them. They also did not want to be financially responsiblee for children who were not their own, nor run the risk that the father would
laterr return to claim the children as his own. The boy's own family might be
againstt it as well, because if the woman would not bear a child for her husband,
thee premarital child, who is not a lineage member, would be the one to inherit
thee family property. Boys also feared the abuse of their friends, who would
mockk them and call them 'wife snatchers'. Additionally, there would always be
thee uncertainty about the character of the woman. Since she was irresponsible
once,, she may behave irresponsibly again, perhaps in other ways. Only in one of
thee seven FGDs with boys, did the majority say they would marry such a woman
iff they really loved her. However, investigations would always have to be done
ass to what led to the pregnancy: She might be of good character, and the pregnancyy was just a mistake or not her fault at all. Circumstances favourable to
marriagee that the boys mentioned were that the girl's father was rich and supportive,, and that she would have a wealth of experience with childcare. Some
boyss also saw it as an advantage that the girl would already have experience in
sexuall relationships and therefore sex with her might be more satisfying than it
wouldd be with a novice. (Probably they were novices themselves, and uncertain
aboutt their sexual performance.)
Thee opinion of girls themselves about whether having a baby would negativelyy influence their chances of finding a good partner was the most important
too know, because that would be an important factor in their decision to abort a
pregnancy.. Most girls in the focus group discussions thought that they would
havee more problems getting a good marriage partner with a premarital child.
Theyy realised that others would question their character and that potential husbandss could be restrained by practical problems, such as the biological father
claimingg the child after he had financially supported it. They know that accordingg to prevailing traditional law, the father has the right to do this. Whereas
somee of the boys saw the advantage of an already sexually experienced girl, some
girlss expressed their fear that men would not enjoy sex with them as much, becausee after delivery they would have a wider vagina and have sagging breasts
fromm breast-feeding their baby.
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Girlss in the FGDs could see only a few reasons why a man would want to
marryy a girl with a child already. For a man with infertility problems, marrying
aa woman with children and adopting them would be a way out of a childless
life.. Girls had also heard that if a man marries a woman with a child, this might
helpp his other wives to conceive. It might even be written in a man's destiny that
hee will marry a woman with a child. They also realised that girls with children
mightt have to settle for older men who want to have younger wives, but who
cannott afford younger wives without babies because their bridewealth will be
tooo high. Girls in the focus group discussions reasoned that having a baby
wouldd show that the character of the baby's mother would not be so bad after
all,, because she decided not to have an abortion. A woman choosing abortion
provess she must be immoral and of bad character. The messages of romantic
lovee have taken root in Yoruba society, because girls in FGDs expressed the hope
thatt a desirable man would just fall madly in love with a girl and then would not
mindd whether she had a child or not.
PregnancyPregnancy in school
Communityy members, old and young, female and male, acknowledged that
abortionn happens most frequently among secondary schoolgirls and consider it
aa big problem. All personally knew schoolgirls who had gotten pregnant. Perhapss it was because the community members recognised the magnitude of the
problemm that they were so willing, almost eager, to talk about abortion among
schoolgirls. .
Despitee their eagerness to discuss the problem, most were quite disparaging
aboutt the girls who got abortions. Adults were more disapproving of unwanted
pregnancyy and abortion by schoolgirls than of abortion among any other group
off women. All adult FGD groups considered schoolgirls who got pregnant to
havee been badly brought up, not serious about their studies, and/or wayward
andd stubborn. All adults said that the girl should never abort, but have the baby
instead.. None of the adult groups had any sympathy for a pregnant schoolgirl.
Theyy condemned the pregnancy and considered it the girl's own fault that she
gott pregnant. They said that people gossip about such a girl and would call her
'prostitute'' and 'public dog'. The parents should try to find the person responsiblee for the pregnancy and ask him and his family to take responsibility, which
wouldd be the traditional way to solve the problem. If no one would take responsibility,, the parents themselves should take care of the baby. Most believed that
thee girl could go back to school after delivery. Some male community members
saidd the girl could never go back to school, because she obviously found pregnancyy more important than her studies, so she should bear the consequences
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andd take care of her baby. Some fathers were very harsh and said they would just
sendd the girl out of their house to go and join whoever had impregnated her.
Thee biomedical health staff in both Lagos and Epe and ethnomedical staff
inn Lagos (but not in Epe) were slightly more lenient in their opinions of abortionn by schoolgirls than community members were, although the majority still
disapprovedd of it. They understood the pressure on girls to continue with their
educationn and the only sure way a pregnant girl could continue her studies
wouldd be to abort.
Inn general, the youth in FGDs had more sympathy for schoolgirls getting
pregnantt than the adults had, but they too condemned abortion. At least the
youthss tried to understand what had led girls to getting pregnant, and differentiatedd between girls getting pregnant through their own fault or otherwise.
Somee girls may be more or less forced to have sex, their situation is different
fromm girls who actively look for it. Adults did not make this differentiation, but
consideredd any pregnancy the fault of the girl. It was striking that none of the
adultss and boys ever talked about 'the fault of the man who made her pregnant'.
Thee opinions did not differ much between girls and boys in the focus group discussions,, although in general, the girls sympathised more with their fellow sex,
probablyy because they could imagine it happening to them as well. Boys would
feell sympathy only if the pregnancy were not the girl's fault. If she had herself to
blame,, the majority of boys condemned her for being foolish, throwing away
herr future and disappointing her parents. Girls said they would still sympathise
withh a girl who got pregnant through her own fault, because she would have to
goo through the trauma of delivery, she would have to face her parents and most
probablyy would have to stop her education.
Youths'' opinion about abortion is far less compassionate than their opinion
aboutt pregnancy. Most schoolboys and girls in the FGDs and during group
workk condemned girls who aborted a pregnancy, although they know it happenss often, and all of them know of girls who aborted. Such a girl would be
calledd a 'murderer', 'sinner', 'prostitute', 'not serious with her studies', or a
'heartlesss girl'. However, although they condemned abortion by schoolgirls
(andd all abortions for that matter), the youth also understood the dilemmas of a
pregnantt schoolgirl, who might often not have another option. As the boys in
onee of the FGDs expressed it: 'If she wants to save her head, she just does not
havee another choice than to abort.' The dilemmas that pregnant girls have to
copee with will be explained in detail in Chapter 5.
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RadiatingRadiating a negative opinion: health providers' attitude
Publicc health staff members are part of the society they originate from, and
mostt of them share society's negative opinions of women who have had an
abortion.. Staff abuse, mock and reprimand them for their immoral and foolish
behaviour.. I have unfortunately observed this negative attitude of staff several
timess during my fieldwork, and many women have complained about it. Of
course,, not all health-care workers are the same; some are very compassionate.
Whenn hospital staff discussed, in working groups, the topic 'staff attitudes towardss women having had an abortion performed', they admitted that they
normallyy had a harsh attitude towards women who came to the hospital with
complicationss of induced abortion. They said they were often furious, or at
leastt annoyed with such women. However, after having shown their anger,
theyy would undertake the necessary action to save the life of the woman and
givee her the necessary treatment. Some said that they show pity on the victim
onlyy in the case of rape.
Stafff of rural clinics were less adamant. They said that if they react too
harshlyy and use abusive words, they might discourage the woman from going to
thee general hospital, where she should go for adequate treatment. They accused
hospitall staff of abusing patients, especially in the case of a young girl, because
thiss would always bring down the girl's morale and even delay her recovery.
LegalLegal status
Mostt community members and health-care providers, are vaguely aware that
abortionn is illegal, but do not know about the actual legal technicalities or the
conditionss under which it is allowed. A 38 year-old Muslim woman who participatedd in the community survey on Lagos Island, said she did not to believe in
contraceptionn and abortion, but nonetheless empathised with women who die
off abortion. She stated the relationship between illegal and unsafe abortion as
follows: :
Somee people do the abortion and die, some have problems after that; it will
leadd to operation later. Some even get infected because some of the doctors do
nott take care of their equipment. Well, that gives the patients problems and it
iss not all the doctors who have experience. We want the government to see to
thiss instead of people dying of abortion in the hand of the private doctors. It is
att the last minute that they take them to the government hospital. If they can
handlee it,fine,if not they die. So government should legalise this so that peoplee would not be dying unnecessarily and at a high price too.
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Itt was surprising, in view of the generally negative opinion on abortion, that
mostt health professionals and community members involved in participatory
sessions,, saw the advantage of legalising abortion after they had been informed
aboutt the findings of this study. They realised it would decrease the rate of unsafee procedures. The majority of the participants in the stafFworkshops (both in
Epee and Lagos) would like to see the provision of safe legal abortion services at
ann affordable cost in public hospitals.4 They reasoned that in this way, private
doctorss and other abortionists would no longer be able to make a lucrative businesss out of performing abortions without any quality or safety controls, at the
expensee of the health of their clients. Women would stop patronising them if
theree was a better, safer alternative and when abortion is not such a stigma, i.e. if
itt were legal. The surprisingly positive attitude of health staff may be attributed to
thee fact that they often see the problems of complications of induced abortion
inn their clinics and would therefore be inclined to consider abortion more as a
healthh problem than a moral problem. Yet some ambiguity seems to remain,
sincee they admitted that their attitude towards women with complications had
nott always been pleasant, because they condemned them on moral grounds.

Prevalencee of abortion
Thee community members involved in FGDs acknowledged that abortions occurr often. I have tried to verify the community's idea that 'abortion is very common'.. 'Abortion prevalence' in this study is defined as 'the percentage of
womenn who reported ever terminating a pregnancy'. The data collected do give
ann indication of the high prevalence of induced abortion and in particular of
unsafee induced abortion among the sampled populations, who are not atypical
off Yoruba women. Besides indicating the magnitude of the problems, the data
alsoo make clear that the problems of abortion and unsafe abortion are largest
amongg specific groups of women, i.e. schoolgirls and apprentices.5
AbortionAbortion in urban and rural areas
Thee prevalence of induced abortion was calculated based on a total sample of
9199 women who were interviewed in the ANC survey and the community survey
inn Lagos (urban) and Epe (rural). Table 4.3 relates the abortion prevalence to
locationn and religion.
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Tablee 4.3.

Prevalence o f abortion among women in the ANC survey and the community
survey,, by location and religion

studystudy population

Lagos Lagos
%% aborted

NN

Epe Epe
%% aborted

NN

all all
%% aborted

NN

religjon religjon

Muslim m

45% %

242 2

17% %

266 6

30% %

508 8

Pentecostal l

53% %

74 4

20% %

69 9

37% %

143 3

Aladura Aladura

39% %

39 9

17% %

98 8

23% %

137 7

Mission n

58% %

33 3

15% %

53 3

31% %

86 6

Romann Catholic

50% %

14 4

14% %

14 4

32% %

28 8

Traditional l

57% %

77

17% %

66

39% %

All All

47% 47% 410 410

17% 17% 509 509

30% 30%

13 3
919 919

Thee figures support the community's perception that abortion is very common.. In all, close to one-third (30%) of the 919 women reported having had at
leastt one induced abortion. As was expected, the percentage of Lagos (urban)
womenn with an induced abortion (47%) was significantly higher, nearly by a
factorr of three, than that of women in Epe (rural), where just 17% reported
abortion.77 Several factors may explain the large difference in abortion prevalencee between Epe and Lagos. There is probably more social control in villages
suchh as Epe than in a city like Lagos. In villages, people know each other and ask
aboutt each other's movements. If a fellow villager spots someone at an unusual
placee or in unusual circumstances, this will surely become known in the village.
Thee social control in rural areas may work to reduce the rate of abortion in two
ways;; single girls have less opportunity to meet secredy with the other sex, and it
mayy be more difficult to have an abortion without others finding out. The
tighterr social control in villages also makes it easier for parents to find the personn responsible for the pregnancy of their daughter so that they can attempt to
forcee him to marry her. A girl in Epe who gets pregnant may also not consider it
aa big problem to marry, whereas a student or apprentice in Lagos would want to
continuee her education without the disturbance of a pregnancy or marriage.
Lowerr prevalence figures for abortion may also be due to the fewer abortion providerss available in Epe compared to Lagos (which will be discussed in Chapter 5).
InIn informal interviews, informants often stated that those belonging to
otherr religions than their own abort more frequently. These statements were
nott supported by the study findings. Although women of some religions, i.e.
Traditionall (39%) and Pentecostal (37%) seem to abort more compared to
thosee belonging to other religions, i.e. Aladura (23%) and Moslem (30%), the
differencess are small and not significant. In a previouss section, it was discussed
howw a relatively high percentage of Aladura respondents, compared to other
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religions,, were positive about abortion. The findings thus suggest that a positive
opinionn does not mean that those women abort more often, as is commonly
assumed. .
Calculatingg the abortion ratio, the percentage of die total number of pregnanciess the respondents had that were aborted, indicates that in Lagos, more
thann one-fifth of all pregnancies ended in abortion; in Epe this figure was 6%.*
Abortionn can therefore technically be considered as factor lowering the overall
fertilityy of women in Lagos. However, I doubt whether individual women considerr abortion as a deliberate method to regulate their personal fertility. In
Chapterss 5 and 6 it will become clear that most women resort to abortion for
otherr reasons than of regulating fertility.
Thee incidence of abortion, defined as the percentage of women who had an
abortionn in the year preceding the survey, was 7%. This figure is based on the
findingss of the community survey only and not the ANC survey. It is unsurprisingg that only one woman in the ANC survey (who were, by definition, pregnant)
soughtt an abortion in the year preceding the survey. Three of the 41 women in
thee community survey who aborted in that year had had two abortions.

Backgroundd of women aborting
Knowingg the percentage of women who aborted gives important information
aboutt the magnitude of the problem, but it does not tell us much else. We need
too know which groups of women abort to be able to identify the groups at risk.
Iff religion does not appear to influence the risk of abortion, who are the groups
att risk, besides the women in urban areas? Only the incidence of abortion
amongg different groups of women in the community survey in the last year
couldd indicate which groups presently abort more than others. However, with
thee study data at hand, we cannot arrive at conclusions because figures are too
small.. Although we have a sample of 69 women who aborted in the year precedingg the interviews, only 41 were women from the community survey who would
bee representative of Yoruba women.9
Inn order to get an impression of which groups most frequendy aborted, Table
4.44 presents the social characteristics of the 652 women who reported abortion
experiences,, at the time of their first and subsequent abortion. The 652 women
reportedd a total of 1073 past abortion experiences. The number of abortions reportedd per woman ranged from one to nine, with a mean of 1.6. More than
two-fifthss (44%) had more than one abortion, 31% had two, 10% had three, 2%
hadd four and the remaining 2% had five or more. The experiences date back to
1973,, but most abortions (68%) were carried out from the year 1991 onwards.
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Onlyy 10% were performed between 1973 and 1985 and 22% between 1986 and
1990.. The table also compares the women's characteristics at the time of the
abortion(s),, to those at the time of the interview.
Tablee 4.4.

Social characteristics o f women who aborted, at time o f their abortion (first,
subsequentt and all experiences) and at time o f the interview

characteristic characteristic

atat time of abortion
atat time of
77 experience subsequentsubsequent
allall experiences
expeinterview interview
riencerience (7V= 421)
(N-1073) (N-1073)(N-6S2) (N-6S2)
(N=652) (N=652)

ageage group
Beloww 2 0 *

34% %

14% %

26% %

20-24 4

42% %

45% %

43% %

19% %

2% 2%

25-29 9

17% %

28% %

22% %

44% %

30-34 4

4% %

8% %

6% %

23% %

355 and over

2% %

6% %

4% %

Total** Total**

100% 100%

100% 100%

100% 100%

13% %
100% 100%

maritalmarital status
Single e

79% %

74% %

77% 77%

16% %

Married d

21% %

24% %

22% %

83% %

Separated/divorced/widowed d
Total** Total**

1% %
700% %

3% %

2% %

100% 100%

100% 100%

1% %
700% %

schoolingschooling status
Secondary/primaryy student***

26% %

10% %

20% %

Universityy student

15% %

19% %

16% %

Apprentice e

15% %

12% %

14% %

Nott in school
Total** Total**

44% %
100% 100%

}7% %

60% %

50% %

93% %

700% %

700% %

700% %

Thee majority fell in the age group 15-19, just 2% o f allexperiencess were o f girls below 15 years, 3% o f
firstfirst experiences, and at the time o f the interview girll
no was below 15.
Figuress may not add up to 100% due to rounding
T w oo girts were primary school students

Tablee 4.4 shows that the social characteristics of women at the time of their
abortionss differed significantly from their characteristics during the interview,
whichh proves the importance of asking about those characteristics retrospectively.. If one would use present background characteristics (Table 4.4, last column)) to describe the women who are aborting, one gets a completely different
andd erroneous profile of a stereotypical woman who aborts: a married woman,
aroundd 28 years old, who is not in school or in apprenticeship. However, the
averagee woman who aborts is a young, single woman who is receiving some
typee of education.
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Thee ages of the women at the time they induced abortion ranged from 12 to
42,, with a mean age of 22.7 years for all experiences. For the first experience the
agess ranged from 12 to 41 years with a mean age of 21.7 years. The mean age for
subsequentt experiences was slighdy higher with 24.3 years. Overall, about half
off all abortions were performed on young women, either in school (secondary
orr university) or in an apprenticeship. For the first abortion only, the percentagee who were getting an education, amounted to 56%. More than two-thirds of
alll reported abortions took place in women under 25 years of age, and a quarter
off all abortions were in the under-20 age group. If we focus only on the first
abortionn experiences, an even higher percentage of women are in the younger
agee groups; about three-quarters of women had their first abortion when they
weree younger than 25, and about one-third was younger than 20. Most of the
womenn in the younger age categories were in school or apprenticed; 80% of
under-200 were in school and 55% of the 20 to 24 year-old women were.
Somee 77% of all women who aborted were single and this was about the
samee for the first abortion and all abortions. At the time of the interview, only
16%% were single. That abortion mainly occurs among single women is proved
byy the high prevalence of abortion among the women who were single (and
neverr married) at the time of the interview. In Lagos, 72% of the 53 interviewed
singlee women in the community survey reported abortion, while in Epe this
wass lower, although still 10 of the 17 interviewed single women (59%) in Epe
hadd had an abortion.10

Proportionn of unsafe abortions
Evenn knowing that young, single women who are still following some type of
schoolingg abort more than married women, does not give the whole story.
Abortionn does not have to be problematic and life threatening. As indicated in
Chapterr 1, an abortion performed under hygienic conditions by a qualified and
experiencedd person, in the first trimester carries very few health risks. The dangerss are when women have unsafe abortions.
Inn this study, the safety of the abortion methods that women used could not
bee examined; we did not observe abortion procedures. However, an indication of
thee relative safety of the abortions women had was made by evaluating both the
methodss and providers women said to have used and the timing of the abortion.
Thee following criteria for safe and unsafe abortions were applied in this study:
—— Safe would be an abortion in the first trimester in a private or public hospital
byy dilatation and curettage (D&C) or vacuum aspiration (VA), without any
precedingg attempt at self-induced abortion."
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-- Unsafevfov&d be all other abortions: i) an abortion not performed in a private
orr public hospital; 2) an abortion method other than D&C or VA; 3) an abortionn after the first trimester; 4) an abortion where the woman tried a self-inducedd abortion first before going to a hospital."
II realise that the criteria used cannot differentiate fully between safe and unsafe
abortions.. The quality of private hospitals differs considerably as was indicated
inn Chapter 3. As such, first trimester abortions by D&C or VA in private hospitalss can be unsafe, when performed by an unqualified or unskilled provider, or
underr unhygienic conditions.
Whenn applying the criteria to the 1073 abortion experiences of the 652
women,, more than one-third (37%) of their abortions are labelled as unsafe.
Tablee 4.5 clearly indicates that some groups of women had more unsafe abortionss than other groups.
Tablee 4.5.

Safety o f reported abortions, by women's background characteristics

background background

%% unsafe abortion

%% safe abortion

N(=W0%) N(=W0%)

ageage group**
Beloww 20

47% %

53% %

276 6

20-24 4

38% %

62% %

465 5

25-29 9

28% %

72% %

232 2

30-34 4

35% %

65% %

60 0

355 and over

18% %

82% %

39 9

Primary/secondaryy sti
ident t

51% %

49% %

213 3

Universityy student

25% %

75% %

175 5

Apprentice e

45% %

55% %

149 9

Nott in school

34% %

66% %

535 5

schoolingschooling status **

maritalmarital status*
Single/engaged d

40% %

60% %

823 3

Married d

30% %

70% %

233 3

6* *

11* *

Divorced/separated/widowed d

All All
**
mm
xx

37% 37%

63% 63%

17 7
1073 1073

Because total N of divorced/separated/widowed women is only 17, numbers are given and not percentages
Chi-square test is significant at p<0.01
Chi-square test is significant at p-0.03

Tablee 4.5 shows that girls under 20 had a significantly higher percentage of
unsafee abortions than older women had. It appears that secondary schoolgirls in
particular,, the majority of whom fall in die age group of below 20, tend to resortt to unsafe methods for abortion (51%). Apprentices are also a group at risk;
45%% have had unsafe abortions. It was striking that the proportions of unsafe
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abortionss for first (39%'') and all abortion experiences (37%) did not differ
much.. This could indicate that these girls and women might have been aware of
whichh methods to use, but had reasons for having unsafe abortions anyway,
evenn if they knew the risks involved. The reasons why women, and in particular
schoolgirlss and young women, might resort more often to unsafe methods of
abortionn will be explained by the case histories in Chapters 5 and 6.
Thee real figures for unsafe abortions are probably even higher than presentedd in Table 4.5, because the criteria for safe abortions should be stricter.
Thee 41 in-depth interviews with women who came to the hospital with complicationss of induced abortion provided more detailed information on the abortionn providers used than we were able to obtain in the semi-structured interviewss with the 652 women. From these in-depth interviews, it became clear that
mostt private hospitals and clinics they went to for treatment were unsafe, as indicatedd by the low price of the procedure, which is a proxy for poor conditions
off service. Abortion in a good private hospital in the first trimester would cost at
leastt 1,500 naira (at that time about 16 US dollars). Some women paid as little as
5000 naira for a D&C in a private hospital. The only safe abortion a woman can
gett for that low of a price would be a manual vacuum aspiration (MVA) in a publicc or university hospital.14
Anotherr reason why the real figures on unsafe abortion, are higher than presentedd here is that we only recorded the abortions ofwomen who survived abortion;; we missed the cases of women who died. From the 106 histories I collected
aboutt women who died of abortion, we can deduce that 95% of these abortions
weree unsafe according to the study's criteria for safe and unsafe abortion.

Abortionn complications and deaths
Thirteenn percent (13%) of the 1073 reported abortion experiences of the 652
womenn resulted in moderately serious complications, including bleeding,
abdominall pain and irregular menses. Some had more serious complications,
includingg pelvic inflammatory disease, ruptured uterus and septicaemia.
Abortionss more often lead to complications when performed in an advancedd stage of pregnancy and with unsafe methods. The figures of the 1073
abortionn experiences show that, when performed at one or two months, only
aboutt one-tenth of abortions resulted in complications, while at four months
andd over, almost two-fifths (39%) of the women reported them.15 Figures on
complicationss clearly show that having an abortion in a private hospital is generallyy safer than abortions performed by other providers. Less than one-tenth
(9%)) of abortions performed in private clinics (by D&C or VA) were reported to
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endd in complications, compared to more than one-quarter of abortions performedd by other providers.' The highest percentage of complications occurred
afterr self-abortion by oral use of drugs or other substances (26%) and by a providerr giving injections (27%). When combining the conditions of the abortion
(timing,, providers and method) by applying the criteria as explained in the previouss section, we found that 24% of relatively unsafe abortions resulted in complications,, whereas only 7% of relatively safe abortions did so.'7 The presented
figuress cannot be interpreted to indicate that 'only' 13% of abortions end in
complications,, because the sampled experiences are not representative of all
abortionn experiences. As mentioned in the last section, they do not include at
leastt one important category, i.e. those women who suffered the ultimate complicationn of abortion: death.
Thee abortion mortality in Nigeria can only be estimated, because no community-basedd studies exist. One can infer that the rate is probably high from
hospital-basedd repons indicating that 35% or more of maternal deaths in Nigeriaa are due to induced abortion (Okonofua et 31.1992:75; Royston & Armstrong
1989:110).. However, as indicated in Chapter 1, these reports are not reliable indicators.. Abortion mortality statistics as calculated from official hospital statisticss will be an underestimation of the real figure. First, not all abortion deaths in
publicc and private hospitals will be recorded as such, especially if it was a death
afterr an illegal abortion performed in the hospital (thus not a treatment of abortionn complications, or abortion on health grounds). Also, women who die of
abortionn at other providers' places (e.g. back-street abortionists, chemists or traditionall healers) will not likely be counted in the governmental statistics. Additionally,, the present study discovered that about one-quarter of the women
whoo died of abortion (as recorded in histories told by community women) died
att home, while 6% died on the way to the hospital. These abortion deaths most
probablyy will also not appear in the statistics, because relatives will not willingly
makee public the fact that their daughter or wife died of abortion. They will
reportt another cause of death instead.
Thee present study cannot measure the magnitude of the problem of abortionn deaths, but the fact that more than one-quarter (28%) of 377 women in
thee community survey had personally known women who had died of abortionn is an indication of the magnitude.1 The women who died were their
neighbours,, friends, classmates, co-apprentices or relatives. Their histories also
cann give an indication of the groups most vulnerable to die from abortion or
abortion-relatedd complications. The figures in Table 4.6 compare the backgroundd characteristics of women who survived abortion (respondents of the
abortionn questionnaire) and those who died from abortion.
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Background characteristics o f women who survived abortion and o f women who
diedd from abortion.

characteristiccharacteristic

women who survived abortion women who died from aborti
(N-1073)(N-1073)
(N-106)

age age
Agee below 20 years

26% %

Agee 20 years and above

74% %

Total Total

100% 100%

52% %
48% %
700% %

schoolingschooling status
Studentt primary or secondary school

20% %

Universityy student

16% %

Apprentice e

14% %

Nott schooling or apprenticed

50% %

Total Total

100% 100%

47%
3%
18%
32%

%
%
%
%

100% 100%

maritalmarital status
Single e

77% %

Married d

22% %

Separated/dd ivorced/widowed
Total Total

2% %
100% 100%

75%
23%
3%
T00%

%
%
%
%

Source:Source: 1) women recounting 1073 personal abortion experiences, 2) women in community survey
recountingg 106 histories of death from abortion.

Tablee 4.6 makes it blatantly clear that secondary schoolgirls are at the highest
riskk of dying from abortion; 47% of the histories of women who died from
abortionn concern secondary schoolgirls. The data have to be treated with some
cautionn though, because not all abortion deaths may be publicly known as such.
Especiallyy married women who actually died from abortion related causes, may
bee said to have died naturally of a pregnancy-related or other cause. However,
thee differences for age and schooling status between those women surviving and
thosee dying from abortion are large enough to conclude that primary and secondaryy schoolgirls and girls under 20 years of age are at the highest risk of death
resultingg from abortion. University students are relatively less represented
amongg women who died. They might have safer abortions compared to other
groups.. Figures from the personal abortion experiences as presented in Table
4.5,, support this. Among schoolgirls, 51% of abortions were unsafe, against
'only'' 25% of abortions of university students.

134 4

SECRETT STRATEGIES

Conclusion n
Alll groups in Yoruba society seem to share in the dominant discourse that condemnss abortion: younger and older women, men, boys, girls, women who had
ann abortion, women who did not have an abortion, biomedical and ethnomedicall service providers. Although they proved to be fully aware of the differentt circumstances that make pregnancies unwanted, including financial problems,, pre- and extramarital affairs and too short of a birth interval, they would
hardlyy ever judge aborting these unwanted pregnancies positively. The only
exceptionn is when the pregnancy is obviously not the woman's fault as in the
casee of rape, and in particular if the person who raped the woman is not known
orr cannot be held responsible. Not only societal rules and the law condemn
abortionn as immoral and against the will of God, different religions do as well.
However,, the study findings suggest that a shift is taking place in reasons why
personss think negatively about abortion. Presently, the main objection against
abortionn seems to be that it is extremely risky for the health of the woman. This
concernn is not surprising given the reality of the high incidence of abortion and
abortionn complications that increasingly surface.
Thee pertaining dominant rules opposing abortion do not prevent abortions
fromm being a common occurrence, as community members acknowledged. The
abortionn prevalence determined in this study is among the highest found in any
studyy done among Yoruba. In urban areas, almost half of the interviewed
womenn in the community survey reported to have had one or more abortions,
whilee in rural areas close to one-fifth had one or more abortions. These high figuress may be partly due to the 'sensitive' study methodologies used, i.e. the
highlyy capable interviewers and the design of the data collection tools as explainedd in Chapter 2. Another reason for the relatively high figures might very
welll be that the abortion incidence has been increasing over the years. Some
studiess cited in Chapter 1 date back to the 1970s (although also the recent study
off Henshawet al. 1998 gave an annual abortion rate, thus incidence, of'just' 4.6
perr 100 women whereas this study found 6.7). Older women and traditional
birthh attendants involved in this study always pointed out that abortion did not
happenn in old times, or that it at least happened far less frequently than it does
nowadays.. Asking them how it is then possible that they know traditional methodss of abortion, the TBAs responded that the methods for abortion are about the
samee as those for bringing about missed menstruation (for other reasons than
pregnancy)) and for 'washing' the uterus after miscarriage or delivery.'9
Thee high incidence of abortion does not necessarily have to pose a health
problem.. The real problem is that so many abortions are performed under unsafee conditions and thus carry a high health risk. Women have late abortions,
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afterr the first trimester of pregnancy, and often end up with providers who use
unsafee methods, or try to abort themselves. The figures presented in this chapterr show that the most vulnerable groups are young single girls under 20 years of
age,, and, in particular, secondary schoolgirls and apprentices. Many abortions
occurr in these groups and they have more unsafe abortions often leading to
complicationss and death. Having a girl dying of abortion in the family is a reasonn for shame, as informants told me. If neighbours learn what happened, they
wouldd start gossiping about who is to blame for the misfortune. Usually the
parentss are blamed for not being able to 'control' their daughter, and the father
willl blame the mother. A sister may be suspected of possibly following the examplee of her sister who died supposedly as a consequence of 'immoral' and
'foolish'' behaviour.
Inn Chapters 5 and 6 we will look beyond the figures and try to understand why
soo many women abort, violating the societal rules, and why they often resort to
unsafee and risky abortion methods.

CHAPTERR 5

ABORTIONN BY SINGLE WOMEN

Thee statistics in Chapter 4 clearly indicated that single women initiate the majorityy of abortions, and that single females, especially young girls, have unsafe
abortionss more often and will therefore suffer from complications more frequentlyy than married women do. Various reasons account for these differences
betweenn groups as will be illustrated by the personal histories of women who
havee undergone induced abortion. We considered single women to be those
whoo reported to be single or engaged andhad not been married before - if they
hadd been married before they were considered as divorced or widowed.1 The few
womenn who had initially reported that they had a husband, but who appeared,
afterr probing, to not be formally married and to not have children were also
countedd as single. Personal histories presented in this chapter reveal that this
typee of relationship appears very unstable. When I talk about 'single women' in
general,, I group singles of all ages together: girls (below 20 years of age), young
womenn (women 20-24) a n d women (25 years old and above).
StudyStudy populations
Informationn was collected from various study populations as summarised in
Tablee 5.1.
Tablee 5 . 1 .

Study populations and sample size for Chapter 5: Abortion by single women

studystudy population

sample size

Womenn who had an abortion when they were single

513

Pastt abortion experiences (reported by the 513 women above)

823

Unwantedd pregnancies o f single women

427

Singlee women with complications of induced abortion interviewed in the hospital

29

Historiess about single women who died from abortion

79

Storiess on abortion by schoolgirls, written by secondary school youths

106
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AA total of 513 single (at the time of their abortion) women reported 823 abortion
experiences.. These women were interviewed in the communities of Lagos and
Epee or while visiting an ethnomedical or biomedical service provider. We analysedd their situation when they had their abortion retrospectively, thus women
mightt be married when we interviewed them, but were still single when they
aborted.22 About one-quarter (26%) of the abortion experiences of single women
weree those of secondary schoolgirls, 20% were of women in some sort of postsecondaryy education, 17% were of apprentices and 37% were of women not involvedd in any training or school. Their ages ranged from 12 to 39 years, with a
meann of 21.3. Almost half (48%) of the experiences were of young women
withinn the age group 20-24 years, while 32% were of girls under 20 years of age.
Thee age group 25-29 years had had just 17% of the abortion experiences; single
womenn of 30 years or older had only 2%.
Apartt from the generally quantitative data based on these 823 abortion experiencess of single women, I collected case histories through in-depth interviewss with 29 single women who came with complications of induced abortion
too the hospital. Four of them were secondary school students, two were in
post-secondaryy education and six were apprentices. The remaining 17 of them
weree not in school, but six of these planned to further their education and
somee had already gained admission to a university. Only one out of these 29
singlee women had had an abortion before.
Inn all the questionnaires of the different surveys,3 we asked the respondent
whetherr she had ever had a pregnancy she was not ready for, and whether she
wass single or married at the time. A total of 427 unwanted pregnancies of single
womenn were reported; 34% were of secondary schoolgirls, 11% of students of postsecondaryy education, 18% of apprentices and 37% of single girls and women
nott in school. These women reported on how they coped with the unwanted
pregnancy,, whether they aborted, kept the pregnancy or attempted abortion.
Referencess will be also made to the 79 histories about single women who
hadd died from abortion, as reported by women in the community survey, and
too the 106 stories about abortion by schoolgirls, written by secondary school
students. .

Reasonss for resorting to abortion
Abortionn is usually preceded by an unwanted pregnancy; very few women terminatee an initially wanted pregnancy. When asking girls and women for the
reason(s)) why they aborted, they could mention several, but usually each personn had one primary reason. Reasons why the aborted pregnancy was unwanted
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differedd between single women who were following different forms of educationn (secondary school, post-secondary education and apprenticeship), and
womenn who were not undergoing any training (Table 5.2).
Tablee 5.2.

Main reported reasons for abortion by single giris and women, by schooling status

reasonsreasons for abortion

Presentt schooling or apprenticeship
Financiall instability o f self/partner

schoolingschooling girls
girlsgirls and women not in
(N-515) (N-515)
schoolschool (N'308)
89% %

__

3% %

37% %

--

20% %

Thee father o f the child not acceptable to her

2% %

14% %

Partnerr broke o f f relation, denied responsibility

4% %

10% %

Careerr plans

Feelss she is too young
Otherss influenced her to abort (parents, partner)
Didd not want a child out o f wedlock
Others* *
Total Total

--

8% %

1% %

5% %

--

3% %

1% %
700% %

3% %
100% 100%

** Circumstances changed, partner died, bad health

'II was still schooling/apprenticed', was the most frequently mentioned reason
whyy the 515 single girls and women who followed any form of education reportedd aborting their pregnancy (89%). It seems that the lower the level of education,, the more important this motivation was. O f the 212 secondary schoolgirls,, 95% mentioned their schooling as a reason for abortion, while 86% of the
1677 post-secondary students and 84% of the 136 apprentices did. T h e accounts
off secondary schoolgirl Ayo and apprentice Sherifat expand on this motivation.
Ayoo is a 19 year-old student of senior secondary school class 2 who goes to the
AladuraAladura church. She aborted her first pregnancy: "Two months after my last
menstruationn I noticed that my breasts were full and I was afraid I was pregnant.. I felt very bad. I am still schooling and I am the only girl out of five childrenn and I know my parents would not be happy at all. I got pregnant from my
boyfriend.. We have been going out together for one year; in fact he is my first
boyfriend.. The pressure on me to have sex with him was too much and I
agreed.. I only had sex once and got pregnant. I never knew you could get pregnantt from making love the first time. I did not use anything to prevent pregnancy.. I had sexual education in school and my mother told me things herself.
Myy boyfriend wanted me to keep the pregnancy, but I did not want to because
off my education." [Continued in section 'Complications'.]
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Sherifatt is a 20 year-old Muslim fashion-design apprentice who has her secondaryy school certificate. She aborted her first pregnancy: "I was sad when I
foundd out that I was pregnant, because I was still learning a trade. I used to observee my safe period, but I must have miscalculated. I got pregnant from my
boyfriendd whom I had for two years. I see him as my fiance; we intend to get
married.. He sells spare parts. He said he was not ready for a baby because his
businesss is not going very well. I also do not want to stop learning my trade. If I
wouldd keep the baby it means I would have to discontinue. I did not tell my
parentss that I was pregnant, because they would have stopped me from abortingg and thus I would have to end my apprenticeship." [Continued in section
'Complications'.] ]
Ayoo and Sherifat were afraid they would have to discontinue their education if
discoveredd pregnant. School authorities send pregnant girls away; the girls may
neverr have the chance to get back after they had their babies. They may be too
occupiedd with caring for the baby, or parents may refuse to spend any more
moneyy on their schooling. Employers also do not want to keep a pregnant apprenticee who is single. She is considered a bad example of immoral behaviour to
otherss and, moreover, may be unreliable in her work during pregnancy. Many
singlee girls, such as Ayo, added that they were afraid of the reaction of their parentss if they discovered that their daughter was pregnant. O n the one hand, they
fearedd the anger of their parents because of having had premarital sex. O n the
otherr hand, mey anticipated that their parents might force them to continue
thee pregnancy. Very few girls in school had other reasons for aborting. Four
percentt mentioned that the man who made them pregnant broke off the relationshipp and denied being responsible for the pregnancy. The other girls still in
schooll said that they and/or their partners did not have money to raise a child
(3%),, that the man who made them pregnant was not acceptable to them (2%)
orr would not be acceptable to their parents (1%).
Thee account of Ronke (continued in Chapter 8) illustrates the reason most
frequentlyy mentioned why non-schooling women aborted: they and their partnerss had not saved enough money to start a family (37% of the experiences of
non-schoolingg women).
Ronkee is a 17 year-old Pentecostal 'house-girl' (domestic servant) who has
completedd six years of education. This was her first pregnancy: "I had a boyfriendfriend for two years who is a house-boy, living in the same area. He promised
too marry me when he would have enough money. We had sex every weekend. I
doo not know how I got pregnant, because as always I took Andrew's Liver Salt
[aa purgative] immediately after intercourse, but it did not work this time. I was
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nott happy at all when I found out after one month that I was pregnant because
II missed my period. My boss would not want me to have a baby in her house,
whichh means that I was about to lose my job. My boyfriend was afraid and sad
becausee he had not saved enough money yet to take care of a baby and also if
hiss boss would find out, he might send him away. Therefore we wanted to
abortt the pregnancy."
Funke'ss history illustrates the second most important reason (mentioned by
20%% of non-schooling interviewees) why non-schooling single women abort:
Theyy have career plans and a pregnancyy and a baby would hinder their opportunities.. Although not in school presently, some women still had the intention
off continuing with their education and some of them had already been admittedd to further their studies. Others had plans to set up a business or had just
securedd a job.
Funkee is 22 years old and unemployed; she attends Pentecostal church: "I
missedd my period in the third month, but in the two previous months I had
scantyy menstruation. I used to take Andrew's Liver Salt after sex and sometimess Limca Lemon [a bitter lemon drink] before sex, but did not take it then.
II was afraid and confused because I had a baby once when I was in SSS3 [senior
secondaryy school class 3, which is the final year] and I had to leave school for
thatt reason. The child is only three years old and lives with my mother in the
village,, while I live here [in Lagos] with a kind aunt who promised to send me
too school. I felt that I had let her down by getting pregnant again. I told a femalee friend and my boyfriend that I was pregnant. We had been going out for
almostt one year and had sex at least once a week. He had promised to marry
me.. He works somewhere in Victoria Island [a posh business area of Lagos],
butt I do not know the nature of his job. He was not happy when I told him I
wass pregnant because he also had the intention of furthering his studies. I was
afraidd and confused what to do, but I knew I wanted to abort." [Continued in
sectionn 'Complications'.]
Thee third most often mentioned reason by not-in-school single women to
abortt (14% of abortion experiences) was that the man who made her pregnant
wass not acceptable to them: They got pregnant from men that they would not
likee to marry and have a child with. These men might be either just boyfriends
forr fun (see Lara's history, page 180) and/or money (see Wanu's history, pages
1633 and 172), persons other than their regular boyfriend or rapists.
Sevenn single women reported they aborted because the pregnancy resulted
fromm rape. Two girls were still in secondary school when they were raped, two
weree in university, one was an apprentice and two were not schooling. Two girls
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weree raped by their step-father, one by a male friend of her mother, one by her
father'ss friend, one by a senior student (she was in boarding school) and one by
gangsters.. Being raped by a family member is incestuous and it is very difficult
too cope with, as the following two personal histories illustrate.
Yinkaa is 27 years old and married, a university graduate who is now seven
monthss pregnant She does not have children, but had two abortions, in 1993
andd 1994: "When I was 22 and in university, my step-father raped me. I was so
scaredd and I did not know what to do. I could not tell my mother because I did
nott want people to say that I was ruining my mother's marriage. Also I was
ashamedd to tell anybody what happened but I eventually told my best friend. I
hadd an abortion by Vacuum' at a hospital."
Dunnii is a 35 year-old fashion designer who is Catholic and married. She has a
secondaryy school certificate. She has one child and had one abortion: "When I
wass 13 years old and in secondary school, in 1977, my step-father raped me. I
neverr knew that I was pregnant until when my mother noticed that I did not
askk for a pad for two months. When my mother asked me to open my dress,
shee saw I was pregnant. I told her what had happened. My mother said I was
tooo young to have a baby and that I might die in the process of giving birth.
Shee took me to my brother who was a doctor in a teaching hospital and he
didd the abortion. My mother never told my brother that my step-father raped
me;; she told him that an unknown person did. I had vowed never to forgive
myy step-father till I die, but I am now a devoted Christian and I have forgiven
thee man." [Dunni still had difficulties in narrating her ordeals with her
step-father.] ]
Yinkaa was already older and a university student when she was raped and knew
thatt she could get pregnant. She tried to find a solution herself, because she
couldd not confide in her mother. She felt ashamed and perhaps even guilty,
fearingg that others might accuse her that it was her own fault. Dunni was still
veryy young and ignorant when her step-father raped her. She was not aware of
whatt the consequence of rape could be. She did not tell her mother about what
happenedd because she was ashamed. Her mother, upon discovering what had
happened,, found a solution, without telling others the exact facts.4
Thee numbers of reported rape cases were not many, but they confirm what
iss commonly held, that rape is often committed by a man close to the girl or
woman.. This may be even more emotionally damaging than when the rape was
committedd by a stranger, because it leads to permanent feelings of insecurity.
Thee girl or woman raped by someone familiar to them will be tangled in a web
off guilt and fear of exposing the man, because other relationships (such as that
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betweenn her mother and the step-father) will surely suffer from the exposure,
andd she may be blamed for it.
Thee fourth most commonly reported reason for abortion in single, nonschoolingg girls and women was that the men who made them pregnant denied
responsibilityy or broke off the relationship. They felt unable to take care of a
babyy on their own or did not want to be a single mother (see the history of
Iyabo,, page 178). In 8% of experiences, girls and women said they felt they were
tooo young to have a baby. The societal disapproval of premarital sexual relations
andd children as well as the practical problems they envisaged made these young
womenn decide to abort. In 5% of cases, parents did not agree with her marrying
thee man who made her pregnant and made her to have an abortion.
Thee most oft-reported reasons for abortion imply that the pregnancy was
unwantedd from the outset, even before intercourse. Thus, pregnancy could and
shouldd have been prevented. Though some conditions that became reasons for
abortionn could not have been foreseen, for example if the partner changed his
mind,, or when health problems developed during pregnancy, this category of
reasonss was a small one. It appears that the vast majority of single women
abortedd for reasons that are not approved of as acceptable reasons for abortion
byy community opinions. The circumstances push young women with an unwantedd pregnancy into practices that are not supported by the dominant rule.

Copingg with unwanted pregnancy
Thee stories above may suggest that single girls and women with an unwanted
pregnancyy more or less automatically cope with it by abortion. I often heard
suchh remarks from persons who condemned the immoral behaviour of girls
whoo nowadays have premarital sex and, supposedly, solve the problem of a
pregnancyy by aborting it without remorse. However, the decision to abort is
usuallyy not taken lightly, but weighed against the alternatives. A single woman
facedd with an unwanted pregnancy goes through internal turmoil. If she were
discoveredd to be pregnant, she would have to endure feelings of shame and face
sociall stigma. If she continues the pregnancy, practical consequences such as financiall problems with caring for a baby and/or not being able to continue
schoolingg would present themselves. Abortion is a way out of these anticipated
problemss but, at the same time, poses a problem in itself because it is known to
bee very hazardous. Other problems with abortion are where to go to get one and
howw to finance it. Thus, an unwanted pregnancy is a stressful event that the
pregnantt woman will have to cope with one way or another.
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Ass discussed in the literature review in Chapter i, coping strategies can be
eitherr more problem-focused or emotion-focused. Problem-focused coping
triess to deal with the stressor itself, while emotion-focused coping involves dealingg with the emotional strain the stressor invokes. A main factor influencing a
woman'ss strategy of coping with an unwanted pregnancy will be the reasons
whyy she evaluates her pregnancy as unwanted. Other influential factors will
bee her personal characteristics, knowledge resources, financial resources and
herr relationships with other (potentially supportive) persons. They could help
herr by giving her advice or financial assistance, or hinder her by preventing
herr to abort. They might be the cause for her choosing a certain strategy, for examplee if she wants to hide her pregnancy from them, or if the man who made
herr pregnant refuses responsibility. The ultimate outcomes of the two strategies
forr coping with unwanted pregnancy are straightforward: either to have a baby,
or,, to not have a baby (by induced abortion). Having the baby would involve
mainlyy emotion-focused coping, and abortion involves mainly problem-focused
copingg strategies. Women who decide to continue the pregnancy and have the
babyy either redefine the problem, or they avoid thinking of it or taking action,
andd just let things happen as they come and undergo the consequences. Of
course,, women who decide to have the baby cannot escape some problemfocusedd coping as well: They have to deal with the social and practical consequencess of carrying an unwanted pregnancy, which may require informing
theirr parents, moving away from the area or leaving school. Likewise, abortion
wouldd also involve emotion-focused coping, because women have to face their
fearr of complications and their possible moral objections.
CopingCoping outcomes
Itt is remarkable that most single girls and women faced with an unwanted pregnancyy coped with it by aborting (69%), i.e. resorted to problem-solving coping.
Onlyy one quarter allowed the pregnancy to continue for better or worse (see
Tablee 5.3). An interesting intermediary category is the 'tried abortion' (7%).
Thesee girls and women attempted abortion, but then either decided to stop becausee the method they used did not work or were prevented from continuing
whenn others found out. The 'tried abortion' in this study should be considered
ass abortions, according to the definitions laid out in Chapter 2, because the intentionn of the woman was to abort. Thus, the rate of abortion of single women's
unwantedd pregnancy is a very high 76%.
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Outcome o f coping with unwanted pregnancy o f single girls and women, by
schoolingg status

schoolingschooling status

% aborted

% tried abortion % continued
pregpamy pregpamy

total %*

N

Secondaryy school

67% %

10% %

24% %

100% %
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Post-secondary y

81% %

6% %

13% %

100% %

48 8

Apprentice e

71% %

3% %

26% %

100% %

77 7

Nott in school

67% %

6% %

27% %

100% %

158 8

All All

69% 69%

7% 7%

24% 24%

100% 100%

427 427

Source:Source: women in community, ANC and infertility surveys who reported an unwanted pregnancy when
theyy were single. (Not included are the women who only answered the abortion questionnaire.)
** Figures do not always add up to 100% due to rounding

Figuress on coping outcomes for single girls both in and out of school did not
varyy significandy, although the abortion rates were highest among post-secondaryy school students. Perhaps the older girls had a greater sense of self-efficacy.
Thiss could be due to the fact that they are older than secondary schoolgirls and
probablyy feel more in control of the situation. More of them live separately
fromm their parents and will thus have better opportunities to seek solutions than
secondaryy students who live at home. Also, students in higher education usually
havee better access to money for abortion. Girls and women not in school
abortedd the least (but still the majority did so), probably because their motivationn to abort was less pressing, especially if marrying the father of the baby was
ann option.
Tablee 5.4 summarises the distribution of reasons that the 102 single women
withh unwanted pregnancies gave for «^aborting; some of the reasons implying
ann active decision, others a less active decision.
Singlee women may actively decide to keep an unwanted pregnancy- keepingg it does not necessarily imply a lack of agency. Some young women made an
activee decision not to abort because of their moral objections or fear of complications.. Others let their parents or boyfriends convince them to continue
thee pregnancy and had to cope emotionally by abandoning their aspirations of
finishingg training or becoming financially stable. The most common reason
forr keeping an unwanted pregnancy was the fear of the negative health consequencess of abortion, and in particular, the fear of dying, as illustrated in
Fatima'ss history on the next page. These findings support the community
opinionss that object to abortion primarily because of the health risks. It should
bee noted that women who aborted also often feared for their health, but for
themm this fear was surpassed by their stronger motivations to abort.

I466

Tablee 5.4.

SECRET STRATEGIES

Reasons reported by single women for keeping an unwanted pregnancy

reasonsreasons for not aborting

percentage (N-102)

activeactive decision to keep it
Fearr o f health complications
-Fearr o f death

37%
(26%)

-- Because pregnancy was too advanced

(4%)

-Fearr o f infertility

(3%)

-- Fear o f complications

(4%)

Againstt personal morals and values

7%

-- Against faith

(4%)

-Justt does not do abortion, because it is bad

(3%)

Fearr to go against family taboo

6%

notnot an active decision - circumstances made her keep it
Hadd wanted to abort, but

32%

-- Was not allowed to do so by partner

(18%)

-- Parents prevented her

(11%)

-- Did not know what to take

(3%)

Reasonn resolved - partner married her

7%

Noo specific reason

7%

Noo answer

3%

Otherss

2%

TotalTotal

100%

Fatimaa is an 18 year-old Muslim small trader widi a secondary school certificatee who works with her mother. She is six months pregnant from her stable
boyfriend:: "I was still in school when I got pregnant from my boyfriend, I did
nott know one can get pregnant just like that, the first time. I was so afraid to
telll my parents, my father would kill me. But I left the baby and did not have
ann abortion, because I had heard a lot about those who have taken drugs or
wentt to the hospital for abortion and that they sometimes die." [Fatima is attendingg ANC at a TBA clinic and a private hospital. Her mother and the mother
off her boyfriend told her that she should go there. She seems to be well taken
caree of, and may marry the father of her child.]
Morall objections against abortion ('abortion is against my faith, and is a very
badd thing') were the reasons for not aborting for 7 % of the single women, while
6%% did not abort because, like Folake, they feared violating their family taboo
againstt abortion.
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Folakee is a 26 year-old Muslim married fashion designer who attained her secondaryy school certificate. She has a two year-old child, which she had when
shee was single. Thereafter she had one miscarriage while still single: "I was not
marriedd and got pregnant when I was 26 years old, this year. I did not want the
pregnancy,, because I was not financially stable. However, I did not abort it,
becausee it is a taboo in my family to abort, because it is believed diat the person
whoo aborts will surely die in the process. I married the man who made me
pregnant."" [She is n o w 6 m o n t h s pregnant.]
Folakee considered herself lucky that the man who made her pregnant married
her.. She shared this fate with 7 % of the women whose initially unwanted pregnancyy (because they did not want to be a single mother) became a wanted one,
becausee the men who made them pregnant accepted the pregnancy and married
them.. None of these women were in school.
Forr another 32% of the single women, keeping the pregnancy was not their
activee decision. Most of them (29%) had wanted to abort, but they were convincedd or coerced by others including their parents (see Islamia's history), partnerr (see Mosurat's history) or other family members to do so. That Islamia was
reallyy serious in her wish to abort is illustrated by the fact that she had two abortionss afterwards.
Islamiaa is a 25 year-old Muslim owner of a food canteen, who dropped out of
SSS2.. She has one seven year-old child. "I was 16 and still in secondary school
whenn I got pregnant. I was so afraid and did not know what to do and maybe
wantedd to abort. I confided in my friend. Unfortunately my friend then told
myy elder sister about it, and she reported me to my mother. So I had no time to
evenn think about it. I dropped out of school and had the baby." [After the unwantedd pregnancy to which this story pertains, she had two abortions. At the
timee of those abortions she was single and not in school and got pregnant from
aa married man whom she did not want to marry.]
Mosuratt is an 18 year-old Muslim hairstylist, who went up to JSS3. She is five
monthss pregnant: "I was working in a hair saloon and still single. I found out
thatt I was pregnant at one-and-a-half months - this year. I got pregnant from
myy boyfriend. I did not want the pregnancy, because I still wanted to work
andd have money to set up my own hair salon. However, my partner was very
keenn on having a child. So he went to my parents and wedding arrangements
startedd and I am married now."
Thee other 3 % who had wanted to abort said they did not know how to go about
havingg an abortion, or having a safe abortion, like Omolara.
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Omolaraa is a 32 year-old Pentecostal married trader in clothes who went up to
SSS3.. She has two children of nine and one-and-a half years old, and had two
miscarriagess after her first child: "I was 22 years old and still an apprentice and
singlee when I noticed I was pregnant at three months. I would have loved to
abortt it, but I was scared of using the wrong method and thus die in the process.. I married the man who made me pregnant." [A year later she divorced
him;; she is now in her second marriage.]
Sevenn percent of the single girls and women who eventually kept an unwanted
pregnancyy actually had attempted to abort (See Table 5.3). They usually tried to
abortt by taking some medicines or other substances orally. Most of them knew
aboutt these methods from their girlfriends. W h e n the method did not work,
theyy stopped for a range of reasons, sometimes because of their own decision
andd sometimes because of the interference of others. Some young women, like
Agunbadi,, were afraid to go to a hospital for an abortion because of fear of exposuree or fear of the abortion methods that staff would use in the hospital.
Agunbadii is a 28 year-old Muslim married hairdresser with a school certificate:
"II was 24 and not in school, but I wanted to further my studies. I got pregnant
fromfrom a boyfriend whom I did not want to marry. So at three months I tried to
abortt by taking Schweppes and Alabukun [an analgesic]. A female friend had
toldd me about the method. However, it did not have any effect on me. I then
decidedd to leave the pregnancy [in tact], because I could not stand the idea of
goingg to a hospital for an abortion."
Otherr girls and women stopped after a failed self-abortion, because their pregnancyy had advanced too much to abort it safely. Adesanya took the advice of
thee nurse at the clinic where she had gone to for help.
Adesanyaa is a 15 year-old Muslim unemployed girl who dropped out ofJSS3: "I
waswas still in secondary school when I got pregnant - this year. I wanted to abort
it.. When I was two months pregnant I took unripe lime and hot gin. My girlfriendfriend had told me about it. I had only mild stomach pain. Later it subsided. I
toldd my friend about it and she said it was okay, that the pregnancy would later
comee down, that I should just wait. I waited till the pregnancy was four months.
Thenn my friend took me to a nurse for an abortion. However, the nurse advisedd me to keep it, because the pregnancy was too advanced. She said that I
mightt die if I would try to abort it now. So I kept it. I am still pregnant now."
Inn some cases, like Kolawole's, girls were prevented from continuing with anotherr abortion method by their parents. Most parents were very angry when

ABORTIONN BY SINGLE WOMEN

149 9

theyy found out. Girls were afraid to go against this anger and make matters even
worsee for themselves by attempting another abortion.
Kolawolee is a 25 year-old Muslim woman with a secondary school certificate.
Shee had two previous abortions in 1992 and 1993. Both times she got pregnant
fromm a man she did not want to marry: "I got pregnant from my fiance this
year.. I was unemployed. I felt I was not ripe for marriage yet and did not want
too have to marry because of a pregnancy. I tried to abort with Gynaecosid tabletss [a menstrual regulation drug] and gin, as I had tried before [she had tried
twoo times, when it did not work those times she had gone to a private hospital]
butt it did not work on me again. My mother found out from other people that
II was pregnant and she swore to disown me if I aborted the pregnancy. So I
hadd no other choice but to keep it. I am still pregnant now."
Sometimess the abortion methods the woman tried causes so many problems
thatt she then decides to stop trying. W h e n Bunkola ended up in the hospital afterr her attempted abortion, she decided to keep the pregnancy when the doctor
toldd her she was still pregnant.
Bunkolaa is a 28 year-old Muslim. She is married, an apprentice and has a
schooll certificate. She has one child of two years old and is two months pregnantt now: "I was 26 and had just finished my schooling when I found out that
II was one month pregnant. I still wanted to further my education. I asked my
friendd what I could do, and she said she would help me. However, she disappointedd me and kept me waiting. Then at three months I went to a chemist
andd asked him what I could take. He prescribed me four Chloroquine and two
codeinee tablets to take with hot gin. After having taken it I got serious stomach
painn and was vomiting. I then rushed to the hospital. There they put me on
dripss for four days. I then decided to leave the pregnancy and not attempt anotherr abortion. I married the man who made me pregnant and had the baby."
Titilayoss history below illustrates an exceptional case in which a mother is understandingg of the situation of her daughter and supports her. Titilayo's experiencee shows that with this supportive attitude of parents, the stressful situation
off unwanted pregnancy is suddenly not so stressful anymore.
Titilayoo is a 19 year-old single girl and an Aladura believer: "I had just finished
myy secondary school. I noticed I was pregnant at three months. I wanted to
furtherr my education and therefore I wanted to abort the pregnancy. A friend
off mine gave me some white tablets to swallow, but I was afraid to take them. I
thenn went to a doctor to abort. I was still trying to gather the money for the
abortion,, when my mother found out about it. She was against such an evil
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act.. She counselled me that I could still go to the university after delivery and
thatt she would take good care of my baby. Ever since, my mother has been very
caringg and supportive. Oh, I cherish my mother. I am still pregnant now."

Boxx 5.1. Self-induced abortion
Thee history of Bunkola reminded me ofwhat happened the day I interviewed Mama
Kudi,, a traditional birth attendant in Lagos Island. When we were halfway through
thee interview, a younggirl in labour, about 18 years of age, was brought in by neighbours.. Mama Kudi excused herselfandwentto help the girl. Mama Kudi told me she
didd not know the girl, but said she had to assist her and took her inside the examinationn room. After some 30 minutes Mama Kudi came out with a bucket covered by a
lidd and shook her head. Inside were two deformed foetuses. I glanced at them when
Mamaa Kudi showed them to me. The bucket was placed in a highly visible place in
thee compound. During the rest ofthe interview many persons came in to look, obviouslyy alerted by others. They peeped under the lid and showed how shocked they
weree by their exclamations and gesticulations. It must have been the talk of the day.
Thee girl had told Mama Kudi that she had tried to abort the pregnancy several times
byy swallowing a lot of undiluted lime juice, Alabukun (an analgesic) and many other
drugss from the time she was about four months pregnant. She did not feel life anymore,, but the pregnancy did not come out till now. According to the girl, she carried
thee pregnancy secretly for eight months. Mama Kudi tells me that everything has
comee out now. She prepares some black medicinal powderin papforthegirl. Mama
Kudii says she gets many miscarriages like this after an attempted abortion.

InfluenceInfluence

of others on the decision to abort

Thee stories that circulate (I heard them often in casual conversation) about how
otherss including boyfriends, mothers and girlfriends usually 'push' girls to abort,
appearr not to reflect the reality. Experiences of unwanted pregnancy in this
studyy indicate that if mothers find out their daughter is pregnant, they usually
telll her to keep the pregnancy out of fear ofthe health consequences of abortion.
However,, some mothers in this study did bring their pregnant daughter to a hospitall or other place for abortion. To find out to what extent other persons influencedd their decision to abort, we asked the women with unplanned pregnancies
whoo aborted whether anybody had influenced their decision. The majority
(74%)) ofthe 196 respondents said that the abortion was their own decision and
thatt nobody had influenced them. 5 .//someone else influenced them, it was usuallyy the partner (18%), who was not ready to accept fatherhood because he did
nott have enough money to get married, felt he was too young or was still in
school.. Very few single girls said they had been advised to abort by their mother
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(4%)) or by another family member (4%). Most of these family members warned
thee girls that they would be expelled from school if they were found to be pregnantt and that it might mean the end of their education. Only three girls said that
aa girlfriend influenced them to abort.
Thee in-depth interviews with 26 single women who came with complicationss after abortion give more information on how others are involved in the
decisionn to abort. Most of these women informed their partner (22 out of 26) or
aa girlfriend (9 out of 26) that they were pregnant. Girlfriends usually just agreed
withh the decision of the girl to abort and helped her with the practical problems
off finding a provider or method and accompanied her to the provider, but did
nott influence the actual decision to abort. Partners were more influential. Some
justt agreed with the decision of the girl to abort, but others even forced her to
abortt or denied responsibility and left her, which often made the girl decide for
ann abortion as later storiess in this chapter will illustrate. The majority (n=2o) of
thesee partners were serious boyfriends or even fiances. None of the parents were
involvedd in the decision of the women in the in-depth interviews to abort,
becausee none of them had told their parents they were pregnant.

Abortionn methods and providers
Oncee a girl or woman has decided to abort, she must choose how to do it. She
mayy decide to go to an abortion provider or try to abort herself, possibly influencedd in her choice by other persons.
AvailabilityAvailability and cost
Informantss stated that finding a provider was not too difficult, especially in urbann areas. Many private hospitals and clinics are known to perform abortions.
Theyy are situated in the city and in small towns; in Lagos metropolis there are
numerouss private hospitals and clinics, in Epe town there were about six.
Thesee private institutions range from proper hospitals with resident specialists
too small clinics with possibly a visiting general practitioner. Not all private
hospitalss and medical doctors perform abortions. They may fear prosecution
forr illegal practices, or they may be personally against abortion on religious or
otherr moral grounds.
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Boxx 5.2. Doctor's ambivalence towards abortion
II remember the outpouring of a public health medical doctor who became obviouslyy upset when our conversation about completely different and more pleasant
topicss happened to come to abortion. He confided that an experience with abortion
waswas the turning point in his career and changed him from a practising medical doctor
intoo a public health doctor. When he was working in a private hospital, an acquaintancee and his girlfriend came to his practice and asked him to help them. The girl was
pregnant,, still in university and needed an abortion. Although they had a steady relationshipp and planned to get married after she finished her studies, they could definitelyy not have a baby now. The doctor said he just could not do it, because he was a
practisingg Catholic and would neverhelptokillahuman being, even ifit is only a potentiall life. So, he sent them away, asking them to reconsider and have the baby;
thingss would work themselves out. Some time later on, he heard people talking
aboutt this girl at a party how she sadly died after having had an abortion. For many
monthss after, the situation confused him and he wondered where he had to stand as
aa practising doctor, until he finally decided to quit practising clinical medicine.

Inn many neighbourhoods, there are also practitioners who perform abortions in
theirr private room under dubiously hygienic conditions. These are usually unqualifiedd medical or paramedical personnel, including nurses, auxiliary personnell and health assistants who work in a hospital and have observed or assisted
doctorss performing abortions. These back-street abortionists, or 'person in a
room'' as respondents called them, may also be outright quacks who do not have
anyy ethnomedical or biomedical training whatsoever. Instead, they have specialisedd themselves in aborting, to respond to a demand for abortion and make
moneyy out of it. Abortions are also performed by some staff of chemist's shops,
andd by some traditional healers including babalawo, bonesetters, 7 traditional
birthh attendants and herbalists.
Itt is generally known that in public health institutions, abortions are only
performedd on medical grounds, i.e. when the life of the woman would be in
dangerr if she would carry the pregnancy and deliver a baby. In the interviews,
mostt women who had an abortion in a public hospital had it for health reasons,
orr to finish an incomplete abortion they began themselves. However, women
andd doctors told me that most specialised doctors working in public institutionss have their own private practise or work part-time as a consultant in a privatee hospital, where they perform abortions. If a woman requests abortion
throughh a doctor in a public hospital, he may refer her to his private clinic.
Mostt private hospital staff and some back-street abortionists and chemists
applyy immediate abortion methods that remove the products of conception,
whichh can be used in the first trimester of pregnancy. These are dilatation and
curettagee (D&C) and electrical or manual vacuum aspiration (EVA or MVA).
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Otherr providers usually apply more indirect methods including injecting with
labour-inducingg medicines, prescribing the oral ingestion of drugs and/or other
substances,, drinking traditional herbal drinks (agbo) or inserting something in
thee vagina or uterus, which may be a stick, root or medicinal substance. After a
variablee length of time, the indirect methods cause contractions of the uterus
thatt should expel the products of conception. When providers supply these indirectt methods, they usually do not wait for the expulsion of the products of
conceptionn to take place, but let the woman go home to abort. These methods
aree dangerous and have a high risk of complications, including incomplete
abortion,, often with consequent haemorrhage and infection, rupture of the
uteruss through too strong contractions and damage to the internal organs by
poisoning. .
Thee cost of abortion varies by method, provider and location. In Lagos, the
meann cost for D&C or MVA in a private hospital in 1998 was 1,500 naira (about 16
USS dollars). In Epe, the amount was somewhat lower, 1,200 naira (about 13 US
dollars).. Thus, abortion in a qualified private hospital would cost about onefifthfifth or more of a government worker's monthly wages, and a much higher portionn of a small trader's income. The price of medicines that induce abortion,
boughtt in the chemist or from a drug-peddler is only a few hundred naira (about
3-55 US dollars).8 Generally, abortion is more expensive in private hospitals than
whenn performed by a 'person in a room', a traditional healer or a chemist. The
costt of abortion 'in a room' was about three-fifths of that in a private hospital; at
thee chemist it amounted to half, and at the traditional healer, one third of the
hospitall cost. However, there is wide a range in price between similar providers,
becausee the price also depends on the stage of the pregnancy; most providers
chargee much more for a second trimester abortion than for a first trimester one.
Evenn for the same stage, similar providers may charge different prices because of
differencess in the quality of services offered or the different qualifications of the
personn performing the abortion (a health assistant as opposed to the consultant
gynaecologistt of a private hospital). Unqualified abortionists, whether in rooms
orr in hospitals, will charge less to attract customers and make money, while privatee hospitals may cut corners with protocols to make the procedure cheaper.
InIn in-depth interviews, women revealed that they paid so little for D&Cs in
somee private hospitals that the quality of the procedure must be doubted. Privatee hospitals are profit-oriented institutions (i.e. there is no subsidisation) and
couldd never carry out quality procedures so cheaply. The bad economic situationn in Nigeria inspires individuals and organisations to try to make ends meet
inn many ways, and apparently, one of these ways is to respond to the demand
forr abortion with low prices to attract customers. Women with little money will
shopp around for cheaper places, as the experience of Olabisi illustrates:
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Olabisii is a 24 year-old married Pentecostal woman. She is a trader in glass
withh a secondary school certificate. She aborted her first pregnancy and is now
pregnantt again: "I was a secondary schoolgirl of 16 years when I had an abortion,, in 1991. My partner brought me to a private hospital, in Ebutte Metta
[areaa of Lagos town]. It was the cheapest out of all we went to, only 1,000
naira.. I was very afraid to die in the process. My partner was also very scared. I
believee it was not a very sophisticated hospital because they quickly discharged
mee after the procedure."
RelativeRelative frequency of use of providers
Tablee 5.5 summarises the relative frequency of the women's provider choices
forr their abortions, broken down by the schooling status of the woman: secondaryy school, in post-secondary education, an apprentice or not in school.
T h ee table also indicates whether women tried self-abortion first before they
wentt to a provider.
Tablee 5.5.

Type o f providers for abortion used by single women, by schooling status

abortionabortion provider

post-secondaryapprentice
post-secondary
secondary secondary
notnot in school all all
apprentice
(N-118) (N-118)
(N-136) (N-136)
(N-275) (N-275)
(N-179) (N-179)
(N-708) (N-708)

74% 74%
Private e
88% %
(54%) )
(80%) )
-- Straight to private hospital
-- Private hospital after tried
(20%) )
(8%) )
self-abortion n
Noo provider - only self-abortion
10% %
7% %
Chemist t
-- Straight to chemist
-- Chemist after trying
self-abortion n
'Personn in a room'

5% %
(3%) )

7% %
(6%) )

-- 'Person in a room' after tried
self-abortion n

(22 )

-- Straight to traditional healer
-- Traditional healer after tried

(22 )

0") )

-- Straight to 'person in a room'

Traditionall healer

22

nn

4% %
(4%) )

3n n
(22 )

67% %
(52%) )

72% 72%
(60%) )

(15%) )

(12%) )

19% %

10% %

11% %

8% %
(7%) )

8% %

6% %
(5%) )

(2") )

(7%) )
(1%) )

3% %
(3%) )

6% %
(4%) )

5% %
(4%) )

(2%) )

(1%) )

3% %
(3%) )

(3%) )

nn

00 )
11

(O O

22
(2n) )
(0) )

self-abortion n
Straightt to public hospital
Total* Total*

--

--

75% %
(61%) )
(14%) )

11

(1%) )

3% %

(O O (O O
1% %

1% %

100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Source:Source: abortion questionnaire, 708 and not all the 823 experiences o f single w o m e n . (The reason for the
lowerr total was that in the beginning o f the study we did not ask whether a woman tried self-abortion before
goingg to a provider. As self-abortion emerged as an important category, we later consistently asked about it. Percentagess o f providers used were about the same for the total o f 823 experiences and the 708 experiences only.)
' S o m ee totals do not add up to 100% due t o rounding
Numberss are given instead o f percentages for figures involving less than four women
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Thee most common providers of abortion were the private hospitals, where 6 1 %
off all girls and single women went direcdy, while another 14% ended up there
afterr a failed self-abortion. However, relatively fewer secondary schoolgirls
(54%)) and apprentices (52%) went straight to a private clinic, instead more oftenn tried self-abortion first. Girls in post-secondary education had their abortionn in a private hospital (88%) more than any other group did. Chemist shops
(6%)) and a 'person in a room' (5%) were not often used by any of the groups of
singlee women, and very few went to traditional practitioners (2%). Even less
(justt 1%) had an abortion in a government hospital. O f these, all but one
womann had the abortion because of medical indication. Private clinics, public
hospitalss and a 'person in a room' usually performed D&C or VA, and sometimess gave injections in case of a second trimester abortion. Chemists mainly
gavee injections or oral drugs. However, more than one-quarter of the abortions
inn chemist shops were also carried out by D&C or VA. The quality and safety of
D&CC by a 'person in a room' and by chemists must be strongly doubted for two
reasons.. First, the performer most likely was not qualified. Second, the hygienic
circumstancess may not be up-to-standard. Traditional healers usually gave agbo
(herball drink), while some of them inserted a powder or stick in the vagina or
uterus,, all unsafe methods.
II want to pay special attention to the high number of self-abortion because
off the health risks involved in this method. More than one-quarter of the singlee women (27%) started off by self-aborting with oral ingestion of medicines
orr other substances; 11% succeeded with this method and therefore did not
visitt any abortionist. T h e 16% who did not succeed went to a provider (14% to
aa private hospital, 1% to a chemist and 1% to a 'person in a room'). Single women
saidd they first tried to abort on their own as they wanted to keep the abortion
secret,, feared abortion in the hospital, or thought it would be cheaper. Shola
endedd up in a private hospital after trying self-abortion in a number of ways.
Sholaa is a 27 year-old married Pentecostal woman. She is lawyer, has no children,, and had one abortion in 1997: "I was single and in university, 25 years old
then.. That was one year ago. I found out that I was pregnant at one month. I
tookk a lot of medication and thought it would abort the pregnancy. I bought
fourr tablets of Menstrogen [a menstrual regulation drug] and took two in a
dayy [for two days] but it did not work. I then bought Ergot injection [to inducee labour] and my roommate injected me about three doses, but still it did
nott work. Then I took five ampoules of Chloroquine injection, but it did not
work.. I did all these, because I was afraid of abortion in the hospital. Then the
pregnancyy was three months and I decided to go to the hospital for vacuum extraction.. Afterwards I had severe pains and bleeding. I went back to the doctor
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whoo gave me antibiotics and painkillers." [Shola is now married and wants to
gett pregnant; she is under infertility treatment in the Gynae clinic]
Self-abortionn occurred even more frequently than presented here, because 7%
off women with unwanted pregnancies (see Table 5.3) also attempted to abort
themselvess and stopped for various reasons when the method did not work.
Womenn used many different drugs and substances for self-abortion. They reportedd often taking the drugs and substances with gin, or other alcoholic drink,
limee juice, bitter lemon drink, or 7UP, and sometimes a combination thereof.
Substancess they used for abortion included potash (Yoruba call it kaun, and use
itt in cooking to make vegetables soft), alligator pepper (a sharp pepper) and
Bluee (used to whiten clothes). Drugs for inducing abortion are usually taken in
overdose.. The drugs mentioned most often included the following:9
-- menstrual regulation drugs: Menstrogen, Gynaecosid and Apion & Steel
-- antibiotics: Ampicillin and Tetracycline
-- analgesics: Alabukun, Bicodeine, Paracetamol and M&B
-- purgatives: Andrew's Liver Salt and Epsom Salt
-- bitter medicine: Quinine and Chloroquine
-- emergency contraceptive: Postinor
-- labour inducing: Ergometrin
Thesee drugs and other substances are commonly believed to induce abortion:
women,, men, youth and ethnomedical and biomedical healers mentioned
thesee methods and believed they worked.10 The prescription insert of most
drugss used for abortion states that it should not be taken during pregnancy. For
women,, this is an indication that it may help to abort an unwanted pregnancy.
Inn Nigeria, any drug can be bought without a doctor's prescription, so women
cann easily go to a chemistry shop or drug peddler and ask for the drugs. Since none
off these drugs are indicated for abortion, they do not have to disclose their purpose.pose. A literature review by a project assistant into the effectiveness of drugs and
substancess commonly found to be used for abortion, indicated that except for
antibiotics,, all other drugs and substances could induce abortion if taken in a
'proper'' dose and at the 'right' time of conception. However, there are no prescriptionss for what are a 'proper' dose and the 'right' time. Most women get
theirr information on the abortive qualities of a method from friends who have
possiblyy used the method. This information may be unintentionally false, e.g. a
womann who thought she was pregnant and took three tablets of Paracetamol
andd started bleeding may not have been pregnant but just had a delayed period."" If a woman does not take enough drugs, or uses the drugs too late, they
willl not work; if she takes an excessive dosage, these drugs and substances may
leadd to serious complications.
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Tablee 5.5 already indicated that secondary schoolgirls and apprentices practisee self-abortion significantly more than other groups; women in higher educationn used it less and more often went direcdy to private hospitals. The figures in
Tablee 5.6 stress the fact that secondary schoolgirls and apprentices more often
resortt to self-abortion, by combining the self-abortion tfWattempted self-abortionn for the various groups of women who aborted.
Tablee 5.6.

Single women who attempted or succeeded with self-abortion, by schooling status
%% did self-abortion

studystudy population
Secondaryy school students
Post-secondaryy students

23%
9%

Apprenticess

17%

Nott in school

16%

AllAll

total

%% tried,
% succeeded
% total:
% used
with selftried and
abortion
beforebefore going
toto provider
abortion
succeeded* provider only
%

17%

10%
7%
19%
10%

%
%
%
%

11% 11%

33%
16%
36%
26%

%
%
%
%

28% 28%

67%
84%
64%
74%

%
%
%
%

100%
100%
100%
100%

N

%179
%136
%118
%275

9
6
8
5

72% 72%100% 100%
708 708

** Chi-square test significant at p<0.01

Studentss in higher education self-aborted less often than other groups of single
girlss and women did. This may be because they are more aware of the dangers of
self-abortion.. Moreover, they have usually better access to abortion providers
becausee of their greater financial resources and more knowledge of where to go.
Anotherr explanation, as indicated earlier, may be that they do not normally live
withh their parents and therefore do not need to act as secretly as secondary
schoolgirlss and apprentices who as a rule live at home. These findings confirm
thosee in Table 5.4 in which the students of higher education had the lowest
numberr (3%) and the secondary schoolgirls highest number (14%) of unsuccessfull abortion attempts after which other abortion methods were not pursued.
InvolvementInvolvement ofothers
Boyfriendss and girlfriends often helped the young women to choose a provider
orr method, and accompanied them to the provider, as the stories presented so
farr have shown. Boyfriends also often helped to pay for the procedure. Analysis
off the 823 abortion experiences of single women confirms the important role
thatt girlfriends in particular play. Table 5.7 shows the persons involved in the
abortionn experiences. It differentiates between first and subsequent experiences,, because a girl or woman who already experienced an abortion may not
needd as much involvement from others as those who have never had one. We
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askedd about three different stages of involvement in the abortion: deciding
whichh method and provider to use, accompanying the women to the provider
(whenn they did not self-abort) and paying for the abortion.
Tablee 5.7.

Involvement o f others in first and subsequent abortions by single women

involvementinvolvement of others

firstfirst abortion

KnowledgeKnowledge ofprovider/method

(N-511) )

subsequentsubsequent abortion
(N-307) )

Fromm a girlfriend

51% %

30% %

Throughh partner/boyfriend

22% %

12% %

Kneww it herself *

15% %

9% %

Fromm sister/family member

7% %

Mother r

5% %

Otherss * *

1% %

----

Hadd an earlier abortion by the same provider
Usedd the oral method before
Total*** Total***

--700% %

43% %
5% %
700% %

(Missingg values = 5)
PersonPerson who accompanied her to the provider

(N-472) )

(N-253) )

AA girlfriend

38% %

21% %

Herr partner

25% %

26% %

Nobody,, went alone

23% %

51% %

Sister/familyy member

7% %

1% %

Mother r

6% %

1% %

Otherss * * * *

1% %

Total Total

700% %

-700% %

(Missingg values " 1 1 )
PersonPerson who paid for the provider

(N-468) )

(N-257) )

Self f

44% %

58% %

Partner r

44% %

39% %
2% %

Mother r

5% %

Sister/familyy member

5% %

--

Others***** *

2% %

1% %

700% %

700% %

Total Total
(Missingg values - 1 1 )

Thee options she knew herself included: in the neighbourhood, a family hospital, the place where she
delivered,, where she worked, where she knew they did abortion
School-mother,, doctor in the hospital, father
Totalss d o not add up to 100% due t o rounding
Father,, father-in-law, school-mother
** Father, friend, school-mother
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Forr the first abortion experience, more than half (51%) of the single women confidedfided in their female friends, who helped to choose a method or provider. For
subsequentt experiences, this figure was still as high as 30%. N o t all girlfriends actuallyy went with their female friends to an abortionist, but they were still the
largestt group of persons to accompany them, especially for first experiences
(38%).. The peer-group is, for many Yoruba of all ages and for youths in particular,, one of the most important influences on their ideas, practises and behaviour.
Boxx 5.3. Peers
'Peers'' are persons you go or went to school with, who you meet at certain places like
church,, who you work with, who are in the same profession, who are from the same
villagee or area or who have similar ideas. Peer-groups are normally informal, dynamic,, and a person can belong to different peer-groups. Yoruba like to identify with
groups,, and to feel part of them. It is difficult for Yoruba to feel comfortable when
operatingg alone. Such persons run the risk of being gossiped about. In order to belongg to a group, a person has to conform to the mostly unwritten rules of behaviour.
Iff you do not conform, you run the riskoffallingoutofthe peer-group. Persons aspiringg to belong to a group have to show they conform to the 'rules' of the group.
Peer-groupss are an even more important influencing factor for adolescents. As is the
casee for most adolescents throughout the world, at this stage in their lives, so many
thingss are changing and are uncertain that adolescents need the comforting presencee of others who are in the same situation.
Ass described in Chapter 3, Yoruba adolescents have few people they can trust with
alll their questions on sexuality. Traditionally, there is no communication about
suchh issues between parents and children, and children cannot turn to other
adultss like teachers, health personnel or church leaders. For information on sexuality,, youths mostly rely on hearsay, stories of their peers and magazines. Therefore,, if girls cannot even talk about sexuality with adults, they can definitely not talk
aboutt being pregnant. Thus they confide in their peers instead of in their elders.
Thee relationship between the girl or woman and her partner will in large
partt determine how she will involve him and how he will react. Sexual partners
cann be stable boyfriends or even fiances, casual friends for 'fun', a man the woman
hass sex with for favours such as money, clothes, going out or a man who uses her
forr sex. Partners often have an equal interest in keeping the pregnancy a secret
andd want their girlfriends to have an abortion. These partners (males of all ages)
havee their own plans and agendas and normally do not want these to be
thwarted.. A man would not like to be forced by the family of his girlfriend to
marryy her because she is pregnant with his child. Men who use women for fun
andd sex and never intend to marry them may simply leave the women with their
problemss and deny they are responsible for the pregnancy. Only a few boyfriends
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off women in the study accepted the pregnancy, although it was unwanted, and
decidedd to marry the women. Partners usually limited their involvement to
payingg for the abortion (44% of first and 39% of subsequent abortions), and left:
thee woman to sort out the practicalities. Yet, about one-quarter also accompaniedd their girlfriend to the abortionist. Whereas with the first experience boyfriendss were still rather involved in choosing a provider, with subsequent experiencess they were less consulted.
Thee persons strikingly absent in deciding on methods of abortion and going
forr the abortion are the parents." This is of course not surprising, considering
thatt daughters are not used to discussing sexuality issues with their parents and
thatt one of the main motivations for aborting is that girls and young women
wantt to keep the pregnancy a secret from their parents. None of the 29 single
womenn who came to the hospital with complications of abortion said they had
involvedd their parents; the parents only learned about the abortion once their
daughterr had complications. Of all the 818 reported abortion experiences, the
motherr was involved in only 3%. She was more involved in the first abortion experiencee than subsequent ones, 5% of the 511firstexperiences (versus not up to
1%% for subsequent ones). These figures were even higher for schoolgirls, especiallyy during their first abortion experiences. About 12% of mothers of schoolgirlss helped their daughters with their first (and often only) abortion, and about
6%% with a subsequent abortion. Compared to other groups, schoolgirls may
feell more helpless when they are faced with an unwanted pregnancy and their
confusionn about what to do may sometimes outweigh their fear of exposure.
Nonee of the post-secondary school students, who usually live away from home,
involvedd their mother. That girls would hardly involve their parents when
wantingg an abortion was also made clear from the 106 stories about abortions
byy schoolgirls written by school youths: noneof the stories featured the parents.
Theyy were often mentioned as the reason for aborting because the story characterss could not have faced their parents with a pregnancy. Not all stories were
real-lifee stories, but they indicate what youths would consider the norm.
Manyy girls and women went ahead aborting on their own, without involvingg anyone else, especially in subsequent experiences. These young women had
nobodyy they felt they could trust and therefore decided on their own which
methodd to use. For the first experience, about one-quarter went to the provider
onn their own, and for subsequent experiences more than half of the women did.
Moree women paid for the abortion themselves as well, 44% paid for the first,
andd as many as 58% for subsequent experiences. These women wanted to hide
theirr pregnancy from everyone, including peers and partners, because they
fearedd their reactions. An example of the desperation and loneliness of many
girlss and women is the sad history of Iyabo (page 178)
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Unsafee abortion
Knowingg which providers and abortion methods women used is interesting,
butt realising how many women used unsafe methods and providers is alarming.
Off all the 823 abortion experiences of single women, 40% would be labelled
'unsafe',, according to the criteria outlined in Chapter 4. The most vulnerable
groupss are secondary schoolgirls, 51% of whom had unsafe abortions; apprentices,, 46% of whom had unsafe abortions; and girls less than 20 years of age,
withh 47% of their abortions being unsafe.1' As would be expected, most of the
interviewedd single women who ended up with complications in the hospital
hadd had unsafe abortions (88%), and of the 67 single women who died, 96%
hadd had unsafe abortions.
Too be able to do something about the problems, we need to know why
womenn resort to having unsafe abortions. It means we have to know why
womenn delay aborting (as any delay will carry an increased risk of complications)) and why women opt for abortion with unsafe methods and providers. Is
itt that single women and in particular the younger women, i.e. secondary schoolgirlss and apprentices, do not know that they are pregnant and therefore delay?
Orr are they not aware of the risks they are taking by delaying or by seeking unsafee abortions? Or are they taking the risks consciously because other problems
compell them to do so? The personal histories of women who ended up in hospitall with complications after abortion may shed some light on these points.
DelayingDelaying aborting
Delayingg abortion is an important risk factor; the more advanced the pregnancy,, the higher the risks of complications from abortion. The majority of the
8233 women who aborted (75%) reported that they knew they were pregnant as
soonn as they missed their first menstruation. This high number is not surprising
becausee Yoruba women normally tend to carefully watch their menstruation.
Anyy abnormality in menstruation frequency, length, colour, odour, or substancee is considered a sign of something wrong that needs treatment. One of
thee traditional birth attendants' services is to provide treatment for 'regulation
off menstruation', not only to make the frequency normal, but also to normalise
thee substance and flow.14 Some women said they were used to sometimes missingg a period, or having scanty bleeding and only suspected they were pregnant
afterr two months of missing their menstruation.
Whenn comparing the month the woman found out she was pregnant to that
inn which she aborted, 39% of the women delayed aborting the pregnancy by
onee month or more after they found out they were pregnant. Secondary school
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studentss delayed more than any other group (43%), compared to 4 0 % of postsecondaryy students, 38% of apprentices and 35% of women not in school who
delayed.. These schoolgirls had significantly more second trimester abortions
(9%)) than other groups and thus ran a higher risk of developing complications.' 55 More than three-quarters (78%) of the 29 women who came to the hospitall with complications had delayed aborting after they found out they were
pregnant,, and 24% had their abortion in the second trimester of pregnancy.
Sincee any delay is potentially dangerous, it is important to know the reasons
whyy women do so. Delay may be due to non-availability of resources, such as
moneyy and knowledge about where to go, but it may also be due to ambivalencee about the right strategy. Lack of money for abortion appears to be the
mainn reason for delay; it was reported by 29% of the 153 women who delayed
abortingg (out of 596 abortion experiences of single women who answered the
questionn on delay). 1 Most girls do not have a lump sum of 1,500 naira on hand
forr an abortion in a private clinic and will have to scout around for money.
Tryingg to borrow money always takes time, but it will take even longer when
onee wants to keep the purpose secret. It is easier to borrow money for socially
acceptablee causes, such as weddings, funerals, sudden sickness and school fees,
thann for an abortion. Amaka had to delay for five months while she collected
thee money. In the end, she had to pay the enormous amount of 5,000 naira for a
secondd trimester abortion in a private hospital.
Amakaa is an 18 year-old student of JSS3, of Pentecostal faith, who aborted her
firstfirst pregnancy. She got pregnant from her boyfriend (nine months friendship)) whom she was dating just for fun: "I was afraid when I found out that I
wass pregnant, at one month, because I believed that my sister would beat me
andd send me away from the house and I was still in secondary school. When I
toldd my boyfriend he was afraid also, because he had no money and moreover
hee was living with his brother and it means that when his brother would get to
know,, he will send him out of the house. I delayed till five months, because I
hadd no money of my own, and I had to wait for my friend who also complainedd that he had no money. I did the abortion in a private hospital at Iju
andd a nurse performed the procedure. I do not know what she did, because I
wass heavily sedated. My boyfriend had to pay 5,000 naira." [Continued in
Chapterr 8.]
Nineteenn percent (19%) of the 153 women who delayed said they wanted an
abortion,, but were ashamed, confused and afraid, and did not know what actionn to take. They wanted to hide the pregnancy, especially from their parents.
T h ee experiences of W a n u and Abiola are illustrative.
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Wanuu is a 16 year-old unemployed secondary school leaver, a Muslim, who
livess with her parents. She got pregnant, the first and only time, from a marriedd man who works in die same area as her father. She was going out with him
forr fun and for the gifts she received from him: "I missed my period at one
monthh and feared I was pregnant. I was so afraid of my parents' reaction. They
mightt beat me and send me away from die house. The man [who made her
pregnant]] was annoyed with me when I told him. He cursed me and said I
purposelyy got myself pregnant so diat he has to marry me. But I do not want to
marry,, I want to further my education. I had to wait for the man's decision
aboutt what to do and how to abort the pregnancy, because I did not have any
idea.. When I was more than two months pregnant, the man gave me drugs
andd I swallowed six tablets of Quinine and two tablets of Buscopan as he had
toldd me to do." [Continued in the section 'Complications'.]
Abiolaa is a 19 year-old apprentice food seller with a secondary school certificate.. She aborted her first pregnancy: "I had missed my menses at two months.
II told a nurse I knew, who works at PPFN [Planned Parenthood Federation of
Nigeria]] and she asked me to bring my urine for pregnancy test. It was positive.. I was afraid and I was panicking. I was pregnant from my boyfriend
whomm I had for four years already. We never had sex till Christmas when he
disvirginedd [common word used for 'deflowered'] me. That was the first and
onlyy time. We intended to marry, but die time was not good yet. I am still an
apprenticee and he is a student. He said we could not keep a baby now. Also my
fadierr is a very strict man. If he would find out diat I am pregnant, he will drive
mee and also my modier out of die house. I went to die same nurse at PPFN and
II asked her for help. She told me not to abort it. I did not know what to do
againn and I just waited. I had believed diat this sister [nurse] would help me.
Afterr about a month, I tiien went back to my boyfriend who took me to a nativee doctor, whom he knew. She gave me some concoction to drink and asked
mee to wait for diree days. At that time I would see my period. My boyfriend
paidd her 500 naira." [Abiola came with severe pains and bleeding straight to
LIMH.. She had evacuation of die uterus done and will be fine.]
T h ee accounts of Amina and Kudirat illustrate that fear of the health risks of
abortionn and fear of the pains and the side-effects may be another reason for delay.. You will recall this was also one of the reasons why women decided not to
abort.. These stories also show women's ambivalence towards abortion; they are
tornn between fear of the health risks of abortion and fear of die consequences of
makingg their pregnancy publicly known. O f the 153 women who delayed, 15%

1644

SECRET STRATEGIES

saidd they delayed mainly because they feared the health risks of abortion. However,, they increase the risk of complications when they postpone their abortion.
Aminaa is a 28 year-old married trader who sells jewellery. She belongs to a Pentecostall church. She aborted three times in 1993, and thereafter had two children:: "I was 23 years and an apprentice, still single, I had two abortions before.
II delayed my third abortion for two months, till I was more than three months
pregnant.. I was very afraid to have another abortion, because I thought I was
goingg to die in the process. When my boss started suspecting that I was pregnant,, I had to sum up the courage to do it. I went for vacuum in a private hospital."" [The same hospital where she had her previous abortions. She did not
havee complications.]
Kudiratt is a 28 year-old single university student, a Moslem. She now has one
child,, but aborted her first pregnancy in 1993: "I was 23 and in university when
II noticed at one month that I was pregnant. I knew that I did not want a baby,
butt I was scared of abortion. Three times I ran away from the hospital when I
wentt for abortion. I only aborted at five months. Luckily I did not have complications.. After this experience I stopped having sex for some time."
Somee women also mentioned they delayed abortion because they just could not
believee they were pregnant when they missed their menstruation; they preferredd to ignore the problem. Some of them said they sometimes missed their
menstruationn and hoped they were not pregnant, while others said they never
missedd their period before, and prayed they were not pregnant. They did not go
forr a pregnancy test to confirm their status (self-pregnancy tests are not common).. Only when they missed their period for a second or third month, they
couldd no longer deny that they were really pregnant and had to find a way to
copee with it. Sixteen percent (16%) of women with abortion experiences who
delayedd said they waited because they wanted to be completely sure they were
pregnant. .
Itt was surprising that none of the women said they delayed because they
weree not sure whether they wanted to abort or keep the baby and needed time
too think about it. (This would be an important reason for delay in the Netherlands.)) What we did find is that sometimes the woman and her partner disagreedd about the desirability of the pregnancy. Often, the woman wanted to
keepp the baby but her partner did not. In this case, the woman took time to try
too convince her partner, but when she did not succeed she more or less agreed to
abortt like Adeola and Tayo did.
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Adeolaa is a 24 year-old fashion designer, with a secondary school certificate.
Shee is Pentecostal. She aborted her first pregnancy: "I was happy when I found
II was pregnant, because I thought the man would marry me. I really wanted to
marryy the man and have a baby for him. When I told him I was pregnant [she
foundd out at one month], he was not happy. He said he did not yet have
moneyy for the marriage rites, because I was the first daughter of my parents,
whichh means that he would have to spend a large sum of money to marry me.
Hee asked me to abort the pregnancy. I believed that if I was stubborn with the
mann he would change his mind, but he did not, and that is why I delayed abortingg till after three months. He took me to a private clinic where the abortion was
done.. They sedated me, so I do not know what they did." [Adeola had heavy
bleeding.. She was referred from a private hospital to LIMH where she had evacuationn of the uterus and will probably not have further complications.]
Tayoo is a 26 year-old unemployed single woman with only primary school education.. She lives with an aunt. "I made up my mind to have the baby despite
thee inconveniences it might cause my auntie or me. I consider abortion as a
sin.. The father was my friend for more than five months and I saw him as my
fiance.. He had promised to marry me. He was the one who disvirgined me in
Novemberr and I only had sex with him once. However he was not happy
whenn I told him I was pregnant and said that he did not have enough money to
startt up a family. He went to the extent of threatening me that if I insisted on
havingg the baby he would never have anything to do with the baby and me. He
saidd he would leave Lagos for another town and that I would never see him
again.. When I finally accepted to abort, the man gave me two tablets. I was five
monthss pregnant then." [After some months Tayo expelled a dead foetus. She
wentt to the hospital where she had the placenta removed.]
Thee situations of Tayo and Adeola above illustrate the confusion due to changingg norms and practises (as discussed in Chapter 3): In some (mainly poorer)
sectionss of society, girls are expected to prove their fertility before marriage,
whichh is in contradiction with traditional norms of bride-virginity. So, when a
boyfriendd or fiance is a little hesitant or slow to start marriage procedures, some
womenn may hope that their pregnancy is the small push he needs in the directionn they want: marriage. Unfortunately for Adeola and Tayo, their fiances had
otherr ideas. I think the fiance of Adeola was more sincere with her than Tayo's
friendd of only five months. Adeola's fiance wanted to save more money and
gatherr more possessions before marrying her, since she was an 'expensive' bride.
Itt seems that Tayo's friend was more deceitful; he lured her into having sex by
tellingg her he wanted to marry her.
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Inn the narrative below, Kehinde, who also had hoped her fiance would
marryy her, delayed abortion until the fifth month of pregnancy; her case is
extremee and very sad. It illustrates the traditionally strong influence of the
extendedd family on personal decisions, which make relationships between
spousess (and spouses-to-be) subordinate to those between family members.
Kehindee is a 30 year-old owner of a beer parlour with a secondary school certificate.ficate. She had one previous abortion in 1986 without complications, before
thee present one. "When I found out I was pregnant at one month, I was veryhappyy to know I was going to be a mother and I believed that the pregnancy
wouldd tighten my relationship with my fiance; this would make my fiance
makee the necessary marriage rites. We were not planning on a child. I used
minii pills daily from a health centre. But they got finished and I did not use
themm for three weeks, because my fiance was not around and I felt there was no
needd for contraceptives. I was going out with him already for four years and we
weree already living together. He had promised to marry me as soon as he had
enoughh money. He was very happy initially until he travelled to his home
townn to inform his parents who refused to let him to marry me, and said that
theyy had already picked a wife for him in his natal village. This made him sad,
butt he did not want to offend his family. When he got back to Lagos he asked
mee to go for an abortion. The pregnancy was already five months then. I did
nott want to go for abortion, but my fiance forced me to the hospital [a private
hospital,, she says she does not know the name]. My sister in-law also went
withh us. During the procedure my movements were restricted. I do not really
knoww how they did it, but they used some instruments to bring out the foetus."" [Kehinde developed serious complications. She had to stay in the hospitall for about one month. She may never conceive again]
Kehindee and her fiance had made a life for themselves in Lagos and were
alreadyy together for four years. Yet his parents did not even want to meet
Kehinde;; they had already decided that she was not a good wife for their son.
Fromm their point of view, this is understandable; running a beer parlour is not
regardedd as a respectable profession. Her fiance could not break with his family.
Thiss was bad enough for her, but it got even worse when he and his sister actuallyy forced her to go to the hospital for an abortion. I wonder which 'doctor'
theyy had convinced to carry out an abortion of a five-month-old pregnancy underr such circumstances.
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Delayy is one contributing factor that makes abortion more risky. O t h e r factors
aree the unsafe abortion methods some providers use to perform an abortion or
thatt women themselves use when they self-abort. I assumed that the potentially
safee abortion methods D&C and VA could not be performed safely outside hospitals,, because of the deficiënt qualification of the abortionists and the low standardd of hygiene. Nurses in private hospitals cannot safely perform abortions of
fivefive months' pregnancies like Amaka (page 162) had. A nurse can only be qualifiedfied to do a manual vacuum aspiration of a first trimester pregnancy. I labelled
allall abortions by ethnomedical providers, be it herbalists or traditional birth
attendants,, who supply concoctions (see Abiola, page 163) or insert substances
orr sticks like Funke had, unsafe. According to the study criteria, 39% of the 708
abortionn experiences of single women were with unsafe methods. 17
Funkee is a 22 year-old unemployed young woman who we met under the sectionn 'Reasons for resorting to abortion': "My boyfriend said he did not have
moneyy for abortion. When I told my female friend about my problems, she
thenn took me to a herbalist who gave me something to use. I had to pay 150
naira.. We did it in my friend's house. The charm given by the herbalist looked
likee the stalk of a leaf. I had to insert it into my vagina and my friend inserted it
forr me. I was four months pregnant." [Continued in section 'Complications'.]
Self-abortionn by taking some medicines or substances like Tayo (page 165) and
W a n uu (page 163) did is always dangerous. Bunmi used the very dangerous and
well-knownn method o£kaun (potash), while Bola had an abortion by a chemist
whoo injected her with an unknown substance.
Bunmii is a 19 year-old unemployed girl, still living with her parents, who just
finishedfinished her secondary school and is waiting to go to university. She got pregnantt from her boyfriend of a year who is a university student. "When I found
outt that I was pregnant I was afraid and unhappy because my mother would be
soo disappointed in me, and it means I would not be able to go to university
again.. My boyfriend was not happy at all because he is still studying. I thought
abortionn was the only way out for me. I had no money, I had heard from girls
whenn I was in school who had swallowed kaun with Schweppes that it worked
andd that there would not be complication. In that way I could abort without
anybodyy knowing." [Bunmi developed complications that got worse, because
shee delayed getting treatment for more than a week. She was admitted with
septicaemiaa and distended abdomen. She may never conceive again.]
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Bolaa is a 19 year-old apprentice hairdresser who left school in SSS2. She aborted
herr first pregnancy. "I noticed at one month that I was pregnant from my boyfriendd whom I had for two years, a young mechanic. We were just going out
forr fun and had sex once or twice a week. He never promised to marry me.
Whenn I told him I was pregnant, he said he was too young to be a father. I
wantedd to abort, but I did not have money, and neither did my boyfriend. I
didd not want to tell my parents, because I was afraid of their reaction; they
wouldd be so annoyed with me. I asked my best friend what to do. She introducedd me to a chemist man who gave me an injection and told me that I would
bleed.. I was three months pregnant. I had to pay 500 naira. My boyfriend
helpedd me with the money." [Continued in section 'Complications'.]
Somee chemist shops are notorious places for abortions. During the fieldwork in
thee heart of Lagos Island, I often came across the name of a particular chemist
shop,, 'Clement', where many women went for an abortion. From the women's
historiess I learned that this chemist used all sorts of abortion methods and that
hee also did second trimester abortions. He performed D&Cs, gave injections,
insertedd a catheter or gave drugs to induce abortion. Often the abortions ended
inn severe complications.
Boxx 5.4. Clement's chemist shop
Duringg the fieldwork in the maze o f narrow streets of Lagos Island, I passed Clement'ss chemistry several times. Asmall, one-storey shop, newly painted in brightblue,
stoodd out between the unpainted window-frames and doors and greyish cement
wallss of the other shops. The windows o f the chemistry are curtained. The door is
closed.. Women sit on two nicely painted benches in front o f the shop, waiting for
theirr turn. I felt like talking to them and warning them, telling them not to go there,
butt I also knew that I could not interfere at that moment. I asked women who had
beenn there why they went to that man, whether they knew they might get complicationss and asked other women who only knew about the man why women would go
there.. They explained to me that the man is very cheap and that although you may
havee complications, often women do not have any complications afterwards. The
mann isoneofthefewin the area who does not ask any questions and who would do
anyy abortion no matter how late in pregnancy. I discussed the issue with the Local
Governmentt Health Staff. They knew about the man and his crooked, illegal businesss and told me that at some point the chemist had been forced to close, after anotherr abortion death. However, and they said this resignedly, probably the man has
somee influential connections, because later he just opened again, and was not prosecuted.. The new LGA medical Officer-in-Charge, a young motivated female doctor,
didd not knowthe man, and was shocked when I told her about my findings. She said
shee would try her best to do something about it, but she also knew it would be very
difficultt to intervene in that sort o f established business.

ABORTIONN BY SINGLE WOMEN

169 9

II recorded several experiences of Clement's former clients who had come with
complicationss to the hospital or with later problems in conceiving after having
undergonee an abortion at his shop. An example is the following history of
Idowuu w h o m I interviewed in the gynae clinic of LIMH, where she went for infertilityy treatment.
Idowuu is a 23 year-old hairdresser. She is engaged and is illiterate. She had one
abortionn in 1994. "I was 19 and working as a salesgirl. I got pregnant from my
boyfriendd who was also very young. I was three months pregnant. My female
bosss was very strict. I had to abort; otherwise the woman would send me away.
II went to a chemist [Clement's]. I knew about the man from a female friend.
Hee dilated my cervix after giving me something and an injection to make me
sleep.. He then inserted something [a Folly's catheter] that he told me will go
offf after three days and will aid in aborting the pregnancy. Three days later,
whenn the thing was partially out, I forced it out myself. I then experienced profusee bleeding. I went back to the chemist and the man gave me Epson salt in hot
water.. This helped the uterus to contract and I brought out big clots of blood.
Somee days later I noticed swelling of my hands and feet. I reported back at the
chemistt and the man said I was anaemic and then prescribed haematics and
cocoaa beverages. I became okay, but since then I wanted to get pregnant. [The
doctorr in LIMH diagnosed fibrosis in the uterus due to induced abortion.]
Generally,, people know which abortion methods and providers carry the greatestt risk of complications. Risky abortions were discussed with secondary
schoolss youths, with ethnomedical and biomedical service providers and in focuss group discussions with community members, males, females, boys and
girls.. Discussants know that the safest method of abortion is by having it done
inn good private hospitals, by a qualified doctor and in the first trimester of the
pregnancy.. Participants in the discussions were also fully aware of the various
unsafee methods and providers for abortion that are used by women. However,
besidess the stories circulating of women suffering complications from these
methodss or dying from them, there are also 'success' stories of women aborting
withh unsafe methods and providers. These exceptions come to serve as role
modelss or justifications for risky decisions. An example is the case of Korede,
toldd by schoolgirls in a focus group discussion in Epe.
Koredee was a girl of our school who got pregnant from a labourer. The girl was
fromm a poor family and she had the relationship mostly because of the money
andd gifts the man gave her. The man gave her 5,000 naira to go and abort the
pregnancy.. [Which would be more than enough to have a safe abortion in a
goodd private hospital.] She had to pay the fees for her WAEC [final exam of
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seniorr secondary school] and she therefore decided to use the money to pay the
feess and go to a chemist and get drugs for abortion instead of going to a private
hospital.. The chemist gave her potash and she bought a small bottle of gin. It t
onlyy cost her 180 naira. So she kept the remaining money. She bled for
months,, but finally she was fine.
Thiss story exhibits a variety of highly risky practices that may be copied by
otherr schoolgirls, especially because Korede succeeded. It 'proves' that potash
(kaun)(kaun) can abort an unwanted pregnancy, and 'directs' girls that they are smart
too save money by going for a cheaper method instead of spending much more
moneyy in a private hospital. Moreover it 'teaches' that complications may just
goo away by themselves if you wait long enough.
Participantss of group sessions explained that women would decide to or end
upp using the unsafe methods for two main reasons: because they are cheaper
andd because they can be done more secretly. If you have little money, you are
sometimess compelled to take the risk of going for a relatively unsafe method for
abortion,, because that is the only alternative to having the baby. Analysing the
in-depthh stories of the 26 single women who ended up in the hospital because of
complications,, it appeared that many of them (10) indeed resorted to unsafe
abortionn methods because they or their partners did not have money for a safer
abortion.. Funke (page 167) paid only 150 naira for a stalk from a herbalist; Bola
(pagee 168) paid just 500 naira to a chemist who gave her an injection and Bunmi
(pagee 167), who had no money, took kaun at home.
Thee wish to have the abortion as secretly as possible (sometimes in addition
too financial reasons) was another reason for using unsafe providers (9 out of the
266 women). Bunmi reported this explicitly as a reason for her choice of kaun.
Drugss and substances used for abortion can be taken at home without anybody
knowing;; you do not even have to tell the chemist you need the drugs for abortion,, because they are not drugs specific to abortion (although providers may
'suspect'' what the woman is going to use it for). A provider 'in a room' is used to
doingg abortions secretly. Often they give injections that only later will cause
contractions,, when the woman is already at home. Traditional healers provide
manyy different services and nobody can tell that you went there to get mediciness for abortion. Moreover, respondents in the present study reported that
traditionall healers usually maintain the privacy of their clients. Herbal drinks
forr abortion are the same as the herbal drinks for menstrual regulation, but differr only in dosage or strength. A woman can say she just went to a traditional
healerr to get some agbo (herbal drink) for stomach pains. All the traditional
methodss are indirect; you take them at home and they start working later.
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Anotherr reason for using an unsafe method was not because a woman 'preferred'' an unsafe method, but rather the woman did not know what to do and
leftt it to others (often a partner) to choose a method (6 out of 26). Abiola (page
163)) trusted her boyfriend and went to a native doctor. However, some men
alsoo more or lessforceda woman to use unsafe methods. The married man who
madee Wanu pregnant had her use drugs (page 163), as did Tayo's friend (page
165).. Kehinde's fiance forced her to abort a five-month-old pregnancy (page 166).

Facingg complications
Inn this section I extensively cite the experiences of girls and women who had
complicationss after abortion and analyse why many delayed going for appropriatee treatment. This 'phase' in abortion experiences is greatly understudied (I
havee not come across any study of it), and yet is extremely important, because
wrongg decisions (by women and providers) at this point may mean the differencee between life and death. Complications after induced abortion are potentiallyy dangerous. Incomplete abortion, toxification and damage to the vagina or
thee uterus may all lead to secondary infertility and are often life-threatening.
Symptomss and signs of the complications are haemorrhage, fever, severe abdominall pain, fainting, confusion, and bad-smelling discharge from the vagina.
Thee appropriate action in case complications arise is to go straightfor treatment
too a good hospital, e.g. a public specialist hospital, a university hospital or a high
qualityy private hospital, where the equipment and staff to treat these complicationss is available. Delaying appropriate treatment of complications may seriouslyy aggravate the problems.
Complicationss after abortion are stressful; a woman must find a way to cope
withh them. The coping strategies a woman will consider will depend on the circumstancess surrounding her abortion. If she did the abortion with the knowledgee of persons close to her, she can inform them of the problems and they
mightt find a solution together. However, if she did the abortion secretly, which
iss most often the case, coping will be more difficult. She will be torn between
makingg decisions that would be best for her health by informing close relatives
orr going to a referral hospital, and making decisions that would enable her to
continuee hiding that she did something 'bad'. In the latter case, she may ignore
thee seriousness of the complications, not disclose the real cause of her health
problemss or try self-treatment.
Thee 29 in-depth interviews with single women who came to the hospital
withh complications of induced abortion give a good idea of what women go
throughh when they developed complications: the ambivalent feelings, whom
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theyy involved, which coping strategies they used and where they decided to go
forr help. All 29 single women had kept the abortion a secret from their parents.
O u tt of fear of the negative reactions of their parents, some girls also hid the
abortionn complications from them, or did so for as long as possible, and thus
riskedd more serious complications. W o m e n with complications are faced with
multiplee stressors, which they cannot cope with in the same way at the same
time.. For single women, quietly going to a referral hospital for treatment is no
option,, assuming that their physical condition would even permit them to move,
becausee they have no money for it. W o m e n used different coping strategies to
deall with this difficult situation of conflicting interests, ranging from telling
theirr parents or guardians straight away to continuing to hide it until they collapsed.. Ayo and W a n u , both young girls, overcame their fear of exposure becausee their fear of dying from the complications was greater. They more or less
toldd their mother everything that they had done straight away, while Funke
toldd her cousin whom she lives with.
Ayoo is a 19 year-old student of SSS2. We 'met' her (page 139) when she explainedd her reasons for aborting. Ayo's boyfriend gave her Menstrogen and
Gynaecosidd to use when she was two-and-a-half months pregnant. Because
thiss did not abort the pregnancy, her boyfriend took her to a private doctor's
house.. She said not to know what the doctor did, because she was made to
sleep.. "Five days after it happened I was running a temperature and my
tummyy pained me and I was bleeding. I was afraid and just did not know what
too do. I decided to tell my mother. I am her only daughter out of five children
andd thought I had to tell her. My mother took me straight to the general hospital.. She was angry that I did not tell her initially and she said 'After all that I
havee been telling you, this is how you will disgrace me?' My father must not
knoww about this. I have learned my lesson in a big way. This was my first pregnancy,, and see where it landed me. No more sex for now till after my education."" [Ayo had a evacuation of the uterus done and was discharged after three
dayss in the hospital.]
Wanuu is a 16 year-old girl whom we 'met' before (page 163) when she told
aboutt how she had a late abortion by taking drugs. "Some hours later I had severee pains in my lower abdomen. I was afraid to die and thought that the man
hadd given me poison to kill me, because he was never happy with me after he
realisedd I was pregnant. That same day I told my mother everything when the
painn became unbearable. I decided to tell her because I felt helpless and in case
II would die, the man should be held responsible. My parents rushed me to the
generall hospital where I was referred to LIMH after they heard my story. My
motherr was shocked and sad; she never knew that her daughter was dating a
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man.. My father was very annoyed and vowed to kill the man. They both sell
sparee parts in the same place. I regret going out with the man and also that I
wass too greedy in the first place. I wanted the money to buy myself things so
thatt I can also look good like my friends. I will not have sex again until I am
readyy to get married. Will I ever get pregnant again?" [Evacuation of the uterus
waswas done. Her condition was improving.]
Funkee is a 22 year-old unemployed young woman, who earlier explained (page
167)) how she aborted by inserting a stalk from a herbalist in her vagina with
thee help of a girlfriend. "That same night I had severe pains and bleeding. I was
veryy afraid and thought I would die. I told my cousin all that had happened
andd she then told me to drink Lipton tea, but the pain and the bleeding did
nott subside. When the tea did not help, my cousin then gave me two white
tablets.. I do not know the name. The pain subsided, but the bleeding continued.. When things got out of hand, my elder brother was sent for on the fourth
day.. He then took me to Bibat private hospital at Ajegunle [area of Lagos]. I
gott there in a state of shock due to severe bleeding. I was resuscitated before
otherr treatment was started. I was admitted for seven days. I was transfused
withh one pint of blood and given drugs [antibiotics]. A drip [Pitocin] was put
upp to help with contractions of the uterus and expulsion of the foetus, but it
failedd and I was referred to LIMH with septicaemia. My mother lives in the villagee and she does not know. My father is late. I regret very much what I did,
andd especially that I disappointed my aunt who loves me so much." [Evacuationn of the uterus was done. It is doubtful if she will ever conceive again. She
waswas discharged from the hospital after five days.]
Somee girls initially tried to hide the cause of the problems from their mother,
althoughh they asked her for help with health complaints, like Bola and Funmi
did.. They continued to hide the cause for several days until they could not enduree the pains anymore and then told their mother everything.
Funmii is a 21 year-old unemployed girl who wants to go to university, she lives
withh her parents. Funmi got pregnant the first time she had sex with her casual
boyfriend.. She was afraid and confused when she discovered the pregnancy,
becausee she feared the anger of her parents who might refuse to pay for her
university.. She immediately thought about abortion. Her boyfriend was confusedd as well, he had just gained admission to university and was looking for
moneyy to finance his education; he was from a poor home. Since both did not
havee money for a D&C, Funmi aborted by taking Alabukun and kaun. She
kneww about this method from peers in secondary school. "After five days I had
foull smelling discharge from my vagina and severe lower abdominal pain. I
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wass afraid and thought that I would die. When my mother heard me complainingg of abdominal pain, she gave me Buscopan tablets, which relieved the
pain.. However, on the seventh day, when I started smelling some more, my
motherr ordered me to go and have my bath, thinking that I had not been havingg my bath because of the pains. That night I felt a pain below my abdomen
thatt was unbearable. That was when my mother got to know what I did, because
II confessed to her. Also my father got to know. My parents rushed me to a privatee hospital. There I was given treatment for 24 hours, but it did not work and
thatt is why I was referred to LIMH. My mother is very sad and feels that I am a
failure.. My father is sad and disappointed in me because he had always boasted
aboutt my innocence and intelligence to his friends. I had never wanted anybody
too know about the pregnancy because I was very much afraid of my parents' reactionn and that is why I delayed telling them. I regret ever to have indulged in
sexx in the first place. I am afraid my father might not sponsor my education anymore,, but I am happy that I am alive." [Funmi's condition improved after evacuationn of the uterus and she was discharged after one day in the hospital.]
Bolaa is a 19 year-old apprentice hairdresser whom we 'met' before (page 168)
whenn she described the abortion she had in a chemist shop. "The next day
earlyy in the morning I had severe pains and was bleeding. I was very afraid that
myy mother would find out what I did. I took Panadol Extra to relieve the pain
andd Ampicillin to stop the bleeding. When the bleeding persisted I had no
otherr choice but to tell my mother. My mother was mad at me and she almost
beatt me up. My father was very disappointed; he had believed that I was innocentt and had no boyfriend. My mother took me to the general hospital where
theyy referred me to LIMH. I am happy that I am alive, but sad that my parents
willl never trust me again. I hope I can still get pregnant in future." [After evacuationn of the uterus, Bola was much better.]
W h e nn they develop complications, boyfriends and girlfriends are usually not
aroundd to help the girls as they did when the girls decided to get an abortion.
Onlyy Sherifat managed to tell her girlfriend about her complication who then
helpedd her. In the hospital where they had gone, they could not deal with the
problem.. Only in LIMH, where her mother had rushed her when she saw all the
bloodd on her dress, did she tell her mother about what she did.
Sherifatt is a 20 year-old apprentice fashion designer (see page 140). She had a
badlyy performed D&C in a private hospital. Her girlfriend told her about the
placee and brought her there. It must have been a quack hospital because her
boyfriendd only had to pay 700 naira. "The next day I had severe pains and I
wass bleeding. I was very afraid. I went to my girlfriend who took me to the
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samee hospital [again]. The doctor there gave me an injection and some drugs,
butt the bleeding did not stop when I came home. When my mother noticed
bloodd on my dress she rushed me to LIMH. In the hospital I confided in her
thatt I had an abortion. My mother was very sad; she did not believe that I
couldd get myself pregnant and abort it. My father had travelled. I did not tell
myy parents that I was pregnant, because they would have stopped me from
abortingg it and thus I would have to end my apprenticeship. I am happy that I
amm alive, but I regret that I have disappointed my parents." [Sherifat is much
betterr after evacuation was improving rapidly.]
Girlss may try to treat themselves first by using some pain relievers, hot baths
andd antibiotics (11 of the 29 girls and women did so). Some girls did not take
anyy action, but used avoidance coping instead. They just ignored the problems
andd hoped that these would go away by themselves. Kafilat used such avoidance
copingg until it was taken out of her hands when she fainted and was rushed to
thee hospital.
Kafilatt is a 19 year-old Muslim apprentice in selling stainless steel. She got
pregnantt (her first pregnancy) from her boyfriend who works in the same
shop.. Although they have been dating for just four months, Kafilat thought
thee relationship might end in marriage. When she would go out with her boyfriendd every Saturday, she always lied to her mother, telling that she was going
too a friend's house or one of her relatives, but instead she would go and spend
thee night in the man's house. She was very scared when she discovered she was
pregnant.. She could imagine the likely reaction of her parents because her sisterr became pregnant out of wedlock. Her parents made her sister have the
baby,, and then neglected her and her baby. Kafilat did not tell her boyfriend
shee was pregnant, because she thought she would be able to handle it on her
own.. She confided in a male friend who directed her to a man who performs
abortions.. This man first gave her injection and then 'sucked out the foetus'. It
wass so painful that Kafilat asked the man to stop. He then gave her an injectionn and said she was ready. She paid him 1,200 naira. "The next day I started
feelingg severe lower abdominal pain and I found that I could not walk. I was so
afraid;; I thought the pain would kill me. I felt so embarrassed with my conditionn that I refused to tell anybody what I did, so I decided to keep quiet, hopingg that the pain would go away. I still kept quiet on the next day when the
painn had become very severe. On that night I finally fainted, so my mother,
auntt and brother rushed me to the general hospital where I was resuscitated
beforee transferring me to LIMH early the next morning. My mother got to
knoww about what I did from the doctor whom I had confessed to all what I had
done.. She was shocked; she never believed that I had a boyfriend. Later she
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threatenedd me that she will deal with me when I get better. My father should
nott know about it. My mother refused to tell him because he would blame her
forr my condition and her co-wife would also laugh at us. I regret aborting the
pregnancy.. If I had known that it was so painful and would cause me so much
problems,, I would not have done it." [Kafilat's condition was poor, with retainedd products of conception, severe pains, haemorrhage and fainting attacks.
Herr lower limbs were paralysed, and will require physiotherapy later. She
neededd blood transfusions before evacuation of the uterus could be done.]
Girlss and women who have an abortion know they are doing something that is a
riskk to their health. The majority of the in-depth interviewees (who had complications)) realised the seriousness of the problem they faced, as soon as they
startedd noticing more or less heavy bleeding or severe pains after abortion immediately,, or days after the procedure. Most women said their most urgent feelingss when they noticed the complications were that they were afraid to die or
fearedd that their womb was spoilt. Because their confidants, girlfriends and
partnerss are not around, they have to make the decision to confide in their
motherss and reveal their abortion or to continue hiding it from their parents.
Off all the 29 single girls and women with complications, only six told their
motherr at home that they had had an abortion, although two of them first tried
too do something themselves about the problems. Seven mothers only got to
knoww in the hospital that their daughter aborted when the doctor told them.
Thee other half still did not know, either because their daughters did not live
withh them, or the mothers were not around when their daughters developed
complicationss and the fathers were involved instead. Usually girls would rather
informm their mothers than their fathers, because they fear the negative reaction
off their fathers even more than that of their mothers. Some of the mothers also
willinglyy hid the information from their husbands, because fathers would usuallyy also blame the mothers for not being able to control their daughters.
Thee reaction of the parents once they learned that their daughter aborted oftenn times confirmed what the girls had been afraid of. Kafilat's mother, for example,, threatened that she would deal with her later, when her daughter was
healed.. Bola's mother almost beat her up. Some parents were also just sad about
whatt happened to their daughter and did not talk harshly to her. They just
askedd themselves how they could have prevented this from happening. Many
girlss reported that their parents were disappointed. Fathers and mothers tend to
bee confident that such things like sexual relationships and getting pregnant do
nott happen to their daughters. They know it happens a lot, but think it happens
onlyy to others, as was made clear by participants in the FGDs for this study. Parents,, when finding out their daughter had an abortion, were shocked to learn that
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theirr daughter had had a sexual relationship at all. Bola's and Funmi's fathers
weree said to have always boasted about their daughters' intelligence and innocencee to their friends. A common reaction of single women after their abortion
becamee known was that they were very sad to have disappointed their parents,
too have 'lost their love' and to probably lose their financial support.
Manyy girls with complications after abortion delayed seeking treatment or
didd not get appropriate treatment, and so risked further complications. I believe
itt is not out of ignorance that they delay seeking treatment because they know
thatt the complications they developed are serious and may be life-threatening.
Thee reasons for their delay have to be sought elsewhere- They may delay telling
otherss about the complications and the cause of the problems out of shame and
fearr of exposure of the forbidden things they did.
Oncee they were brought for treatment, it was often to private hospitals
wheree the staff could not handle the complications. Nine out of 29 girls and
womenn with complications were brought to a private hospital first, which furtherr delayed appropriate treatment. In some private hospitals, first aid was providedd to stop the bleeding before they were referred to LIMH, but in the majorityy of cases, the staff tried to treat the patient and kept her in the hospital, from a
feww days up to one week (see Funke's history). Only when the treatment appearedd ineffective, was the patient referred to LIMH. This inappropriate treatmentt and failure to refer in time by private hospitals and clinics ('doctors-delayVV was an important additional factor aggravating the complications. Only
twoo young women were rejected by the private hospital they went to and were
referredd straight to LIMH. (Unfortunately this adequate action of the private
hospitall did not prevent these women, Toyin and Iyabo, dying some days
later.)) Parents and relatives can hardly be blamed for not bringing the woman
too a referral hospital straight away, because they often did not know the real
causee of the problems and thus what action would be most appropriate.
Manyy women will have lasting complications from their abortion. The hospitall patient records alone indicated that twelve of the 26 girls and women who
survivedd the complications of abortion that made them come to the hospital,
mightt have problems in future pregnancies (infertility as a result of abortion
willl be discussed in Chapter 8).

Abortionn deaths
Deathh as a consequence of induced abortion is the ultimate complication.
Threee of the young women who came to LIMH with complications died after we
hadd interviewed them. The agonising reality is that their deaths, like nearly all
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abortionn deaths, were unnecessary because they were preventable. By discussing
thee sad histories of Iyabo and Lara, I want to show how their deaths were the resultt of a series of decisions that made sense to them as the best alternatives,
givenn the many constraints of their situations.
TwoTwo personal

histories

Iyaboo was a 24 year-old Muslim hairdresser with a school certificate. This was
thee first time she was pregnant and the first time she had had an abortion.
Iyaboo was brought to the hospital by her cousins and admitted with foul smellingg vaginal discharge, swollen abdomen, anaemia and high fever. She was
givenn antibiotics, intravenous fluid, analgesics and a slight aspiration of fluid
fromm the abdomen was extracted for investigation.
Whenn I missed my period the first month, I did not suspect anything, because
II miss my period at times. The man who made me pregnant is a computer operatorr and we had been going out for two years. I saw him as my fiance. We
hadd sex about once a week. We normally used condoms to prevent pregnancy
inn the period I am not safe. When I did not menstruate the next month, I then
wentt for pregnancy test and it was positive. I must have miscalculated my safe
period.. The pregnancy was not planned, but in a way I was very happy, becausee I had the intention of marrying the man and he had also promised to
marryy me. When my fiance heard that I was pregnant he pretended to be
happy.. I believed then that he was happy, not knowing that he was only pretending.. He even asked me to borrow him some large sum of money to pay for
somee set of computers he had purchased to set up his business. [She was very
bitterr talking about her fiance.] I did not know then that he wanted to travel
outt of the country with the money I loaned him. He said he had to go to his
villagee to make arrangements for me to meet with his parents and he asked me
too wait until he got to the village to inform his parents. I then got a letter from
America.. He had eloped there. He wrote that I should terminate the pregnancyy and that he was not interested in marrying me, and he wanted to further
hiss studies. I was then four months pregnant. I was not ready to bring up a
childd on my own and therefore I wanted to abort the pregnancy. I had always
heardd from friends that D&C was very painful so I was afraid of going through
thee pains and taking the risk of quack doctors. I had heard from friends when I
waswas in school and when I was learning my trade that they had swallowed kaun
andd Blue and that it worked, so I decided to take that. I did not tell anybody
andd took it at home. Three days later I had severe stomach-ache. I thought first
thatt it was my normal stomach pain, because I have an ulcer, so I took agbo
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[herball medicinal drink] as usual. The pain persisted for five days. I became
afraidd when I started noticing foul-smelling discharge from my vagina on the
fourthh day. I kept it to myself for two weeks, without telling anybody. When I
noticedd that my stomach was distended I then confided in my cousins, who
hadd already become suspicious anyway.. I live with my cousins. I knew that the
situationn had got out of hand and that I could die if no adequate treatment was
givenn to me. My cousins took me to a private clinic where I was referred to
LIMH.. I did not tell my parents about what happened to me; they live in the
village.. I had wanted to meet die man's family to see their reaction, before I
wouldd tell my parents. I regret very much aborting and I am very sad. My conditionn is very bad. I will never trust any man in my life and will never have sex
again.. I just wonder if I will survive this. [Iyabo did not respond to treatment
andd died two days after admission.]
Iyaboo aborted a pregnancy that was originally wanted but became unwanted
whenn the man whom she saw as her husband-to-be cheated her. Such 'gambling'' on their fiance's finalising the marriage arrangements was reported before
ass a reason for delaying abortion. H e took away her dreams of having a family
togetherr and to make matters worse, he took a lot of money from her. She was a
hairdresser,, hardly a profession that would have given her a big income; the
loann must have taken a lot of her savings. Their relationship might have been
keptt a secret from the man's family, or at least from his parents who lived in the
village.. O r maybe they had heard about her and saw her just as a pastime for
theirr son. This is a generally acceptable practice for Yoruba men; a man can
havee as many girlfriends as he likes without the community starting to speak of
him.. It is in his interest to keep the girlfriends away from one another, and to let
tJiemm believe they are the only one, or at least the most important one, for him.
Iyaboo was already four months pregnant, when her dreams were shattered and
shee was faced with the stressful situation of being left alone with a pregnancy.
Shee did not want to go on carrying the pregnancy, it would remind her too
muchh of her lost future. She did not involve anybody, probably because she was
soo depressed, ashamed and disappointed with the man she had trusted. She had
lostt face and suddenly gone from being an engaged pregnant woman, who was
goingg out for two years with a desirable partner, to being a pregnant woman
withoutt anybody responsible for the pregnancy. Unfortunately, she chose an
extremelyy dangerous abortion method. She was afraid of the pains of D&C and
quackk doctors; this is understandable, because there are many quack doctors
whoo misuse the needs of women and offer dangerous services. Iyabo therefore
chosee to rely on a method that she had heard of which was secret and effective.
KaunKaun and Blue do abort in some women, but often result in very serious
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complicationss including rupture of the uterus or intestines, sepsis, cardiac arrest,, paralysis and convulsions. T h e next aggravating condition was that she delayedd getting appropriate treatment for the complications that developed. She
firstfirst denied the seriousness (avoidance coping), and later when she knew it was
serious,, she kept quiet because of shame. When she became really afraid she
wouldd die, she finally told her cousins whom she lived with about what happened.. In the private hospital they went to, the staff knew that they could not
doo anything for Iyabo and they referred her to a referral hospital straight away.
Butt it was already too late.
Laraa was a 22 year-old student at a polytechnic who aborted her first pregnancy.. Her mother and a neighbour brought her to LIMH. She complained of
generall body pains, had lost a large amount of blood and was jaundiced. She
wass given intravenous infusion, antibiotics and a blood transfusion.
II knew I was pregnant at two months, when I missed my menses and was alwayss feeling drowsy. I was afraid because I was still in school and my parents
wouldd be very disappointed in me and they would scold me severely. I did not
wantt anybody to know about it because the boy who impregnated me is a rascall and a cult boy. [Cults are secret societies.] I went out with him for three
months.. He is in the same polytechnic with me. I just went out with him for
thee fun of it and just wanted to have a boyfriend, because all my friends have
boyfriends.. We never discussed marriage; we both wanted a short relationship
justt to enjoy ourselves. The boy was not the serious type. I never wanted such a
boyy to be the father of my child. We had sex about once a week. I usually took
Schweppess [bitter lemon drink] immediately after sex to prevent pregnancy,
butt did not use it on the fateful day. I did not tell him that I was pregnant becausee I knew the boy would deny getting me pregnant. He may even deal with
mee [do harm] because he was in the cult and he had warned me before not to
gett pregnant. I was sad, because my parents will never be happy with me for
gettingg pregnant while in school. If they would hear about it they may not pay
myy school fees again or even disown me. In the school I did not tell anybody
thatt I was pregnant, I wanted to do the abortion in Lagos, because I was not
suree if the doctors in Kwara were well qualified. So I had to wait till the end of
thee session so as to go home to Lagos. The pregnancy was over three months
then.. I told my girl friend in Lagos about the pregnancy and she went with me
too a private clinic. I paid 1,500 naira and they did injection and vacuum extraction.. Three days later I started experiencing severe lower abdominal pains,
generall body pains and had severe bleeding. I was confused, because I believed
thatt the abortion had been successful because the doctor had told me that I
wouldd be all right. I decided to call for my mother and I told her everything
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thatt I had done. I knew that if I would not call for help, I would have died becausee the bleeding was too much and was coming out with force. My mother
tookk me to a private clinic; my father was not around. I was so afraid, I
thoughtt I would die instantly. I spent two days in the private hospital, but
whenn my condition became worse they referred me to LIMH. My mother is
veryy sad because I am her only daughter. My father was disappointed in me
andd never knew I could do such a thing. He scolded me and talked bitterly to
me.. I regret ever joining the bad girls on campus to live a carefree life. If I had
knownn I would go through all diese problems I would not have had sexual intercoursee with a ruffian. If the boy had been a respectable person I would have
beenn able to approach him. Maybe he may have had a better option what to
doo with the pregnancy. I am not interested anymore in having a sexual affair.
Alll I wish for is to get well and go back to school. [Lara was very restless due to
losss of a large amount of blood. She had severe septicaemia and did not respondd to the large amounts of antibiotics. Her condition was very critical becausee she also developed liver dysfunction and was deeply jaundiced. Lara
diedd after four days in LIMH.]
Lara'ss history indicates the strong influence of peer-groups on individual girls'
behaviour.. For girls in boarding schools and students who live away from
home,, these peer-groups are nearly the only social security they have. Lara said
shee had a boyfriend because she wanted to conform to the norm in her peergroup,, in which all girls had boyfriends. Later in her story she refers to them as
thee 'bad' girls. Indeed, there are peer-groups whose members have relationships
withh boys and enjoy themselves by going out, and there are peer-groups who are
moree serious about studying and are members of Bible study groups and do not
havee boyfriends. They are good girls, but 'boring', according to the bad girls.
Laraa was 'unlucky' to be attracted to the company of the 'bad' girls. She was
evenn more 'unlucky* that she was going out with a 'cult' boy.
Religiouss and ceremonial cults or secret societies are a traditional feature of
Yorubaa society, and have practices both with positive and negative intentions
forr the society at large. Students transposed the dark side of these secret societies
intoo their groups. Cults are considered a serious problem in places of higher
education.. The press often reports on murder and mutilation cases perpetrated
byy cult members and fights between different cults with victims being killed.
Studentss - usually boys - in cults are feared because they are involved in dangerouss and criminal practises. They blackmail and threaten lecturers and fellow
studentss and rape girls. Often they make use oïjuju, black magic. It is extremely
dangerouss to penetrate into cults, let alone to try to dissolve them. Once personss are members of a cult, it is difficult to step out, mat is, to step out alive.
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Therefore,, when Lara found herself pregnant, she did not want to tell the boy
thatt she was pregnant because of the fear that he would do her harm if he knew.
Shee was afraid to let anybody in her school know and because she was not familiarr with places she could go safely for abortion, she decided to wait with the
abortionn till she was home in Lagos on holiday. Her school is about a day's
travell by road from Lagos. By that time, the pregnancy was past the first trimesterr when a safe abortion would have been possible. The abortionist in the privatee hospital risked a vacuum extraction of a (barely) second trimester pregnancyy and with disastrous consequences. The complications were aggravated
whenn staff of the private hospital where her mother brought her tried to treat
thee complications. When she was finally referred to LIMH, the complications
hadd progressed too far.
AnalysingAnalysing the reasons for abortion deaths
Iyabo,, Lara and Toyin (see prologue) died unnecessarily, and I cannot help but
becomee sad every time I read their personal stories. I do not see their deaths as
'theirr own fault', as other persons may say and do say. They did not just 'foolishly'' or 'lightly' decide to do something stupid, but considered the alternatives
andd chose the best options given the society they lived in. I feel that particular
conditionss in their society caused their deaths. These include: Men like Iyabo's
'fiance',, who turn their back on their responsibility and 'play' with women and
theirr well-being. The lack of openness in the society about issues related to sexualityy between generations, which means that children cannot confide in their
parentss or other adults when they are in serious trouble. The dearth of informationn about effective contraception, especially lacking in its availability to single
girlss and young women. Persons who take advantage of other's needs and offer
dangerouss abortion services to desperate women. Greedy private hospitals that
doo not acknowledge their limitations but keep patients they cannot care for, if
Laraa had not been kept in a private hospital for two whole days, undoubtedly
payingg a considerable amount of money, she would have had a better chance of
surviving.. The condemning attitude of schools, churches and governments
whichh does not take the problems of abortion seriously enough and does not recognisee and understand the underlying causes for women's decisions, which
eventuallyy encourages women to hide what they have done. The patrilineal societyy that puts such high value on fertility and that stigmatises infertile women
(muchh more than men); Toyin's parents decided against hysterectomy because
itit would mean an infertile life and so reduced her chances of surviving to nil.
Toyinn was a secondary schoolgirl, Lara a student of higher education and
Iyaboo was not in school at all. All three were single and vulnerable. Within the
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groupp of single women, the secondary schoolgirls proved to be the group most
likelyy to die from abortion. We have already seen that secondary schoolgirls and
apprenticess have relatively unsafe abortions more frequently and therefore sufferr more from complications. Not surprisingly, these groups were also over-representedd in the histories of 79 single girls and women who died from abortion,
reportedd in the community survey; 62% of the single women who died were
secondaryy school students and 23% were apprentices.

Conclusion n
Pregnancyy is a stressful event for almost every single woman. Premarital pregnancyy shows that they violated the societal rule against premarital sex; it is the
irrefutablee proof that they went against the wishes and the prohibitions of their
parents.. Single women know that their parents lose face with neighbours and
otherr community members when their daughter gets pregnant. Parents, and especiallyy mothers, will be held more or less held responsible for their daughter's
pregnancy,, and it will stain the honour and esteem of the family. There is very
littlee communication about sexuality issues between parents and children, and
mostt parents believe that children should not be educated on sexuality issues
includingg feelings of attraction, relationships with the other sex and prevention
off pregnancy by using contraceptives. Parents (and other adults) reason that
thiss would only make children want to explore and put into practice what they
havee learned, i.e. it would entice them to have sexual relationships.
Thoughh it is against societal rules, many single women have started sexual
relationshipss nowadays. Yoruba girls and young women have a long period duringg which they are at risk of unwanted pregnancy, because they marry relatively
late,, especially in urban areas and in comparison to other ethnic groups includingg the Hausa of Northern Nigeria. This is due to the high value Yoruba place
onn education and the relatively independent relationship between spouses,
whichh makes Yoruba women want to have established a business of their own
andd be financially independent before they enter into marriage. In Chapter 3,1
explainedd the strain on children in school to study fast and to not disappoint
theirr parents, and that this stress is even bigger for girls. The education system
inn Nigeria is such that there are many periods when children are not in school.
Theyy have long vacation periods, up to three months. They have to take various
examss and wait for long stretches of time for the results, and only then will they
knoww if, and in which school or university, and in which subjects they are
allowedd to continue to study. These are more or less idle periods in which they
oftenn get bored. The boredom is worsened by the fact that during their

i84 4

SECRETT STRATEGIES

upbringingg they have not learned how to entertain themselves, other than by
studying.. Very few students involved in the present study said that they were
engagedd in sports or music, and only a few families spend money on novels.
Publicc libraries hardly exist. The most common way to pass free time is to go to
churchh services and be part of Bible or Koran studies groups. These are publicly
sanctionedd opportunities to meet with the other sex. In these relatively idle periods,, girls (as well as boys) are prone to explore relationships with the other sex.
Healthh staff said there is always a sharp increase in numbers of complications of
inducedd abortion of schoolgirls after vacation periods.
Whenn single girls and women get pregnant, they anticipate the shame of
havingg to face their parents, probably having to give up their education and seeingg their plans for the future obstructed. With a premarital child, they will have
lesss of a chance to find a good marriage partner, or at least less chance to be a
firstt wife with a higher status. (Men are not so critical about the 'virtues' of their
secondd wives.) Children born out of wedlock and not acknowledged by their fatherr are 'bastards'. Children spiritually belong to the patrilineage of their father.
Thee family ancestors and orisa (of the father's patrilineage) will knowt\\c child
andd may in future cause trouble for it and the persons involved, i.e. the mother
andd the family in which it is adopted. Caldwell & Caldwell (1994:284) state that
aa girl with a baby will be taken in by her own patrilineage if the man who made
herr pregnant does not acknowledge the child. Though this may be true, we
havee to consider the point of view of the girl. Surely this will change her status,
andd not for the better. She will always be reminded, in a negative way, about
whatt she did, and girls would rather avoid such situation. Her past mistakes will
continuee to be a cause of embarrassment and source of gossip for the rest of her
life.. Whenever she does not conduct herself as she should, according to the unwrittenn rules of Yoruba society, it could and most likely will always be explained
inn terms of her flawed character: After all, she had a child before marriage. Even
iff her future husband would have no objections to accepting her illegitimate
child,, his patrilineage will be unwilling, because the child, and especially a son,
iss a threat to the family because he may claim inheritance. The (future) ancestrall line will moreover not be 'pure' anymore.
Thus,, Yoruba society is such that most single women with an unwanted
pregnancyy will be inclined to problem-solving coping by aborting the pregnancy,, no matter how much they may fear the negative health consequences of
abortion,, have moral objections against abortion and be anxious about public
opinionn condemning abortion. Boyfriends are usually supportive of abortion,
becausee they would not like to be held responsible and be forced to marry, and
thuss have their future plans thwarted.

ABORTIONN BY SINGLE WOMEN

I8 5 5

Abortion,, when done in the first trimester by a qualified and experienced
personn in a hygienic environment, carries very few health risks. Unsafe abortionss however, carry high risk of complications that may lead to secondary
infertilityy and death. Generally, girls and women are aware of what safe and
unsafee abortion methods are. Yet, when 'pushed' by societal conditions, many
off them resort to unsafe abortions by delaying abortion until after the first trimesterr and by using unsafe methods and providers. Unsafe abortion methods
aree usually cheaper and more private than safe methods. The economic situationn for most Nigerians is tight and loaning money for abortion is not an easy
thingg to do. Because traditionally there is no communication with parents on
sexualityy issues, single women cannot ask their parents or other adults for financiall help to have a safe abortion. They, and often times their boyfriends,
havee to scout around for money, and may end up just having enough for an
unsafee provider, or because of the time it took them to look for the money, the
pregnancyy may have progressed to the second trimester. Women also may pre- preferfer these unsafe providers and methods, including back-street abortionists,
chemists,, traditional healers and self-abortion, because in this way they can
abortt more secredy; that is what they value most. A 'painful' fact was that so
manyy unqualified persons seem to make use of the despair ofwomen who need
aa cheap, secret abortion and offer 'quack' services. They seem to have no considerationn for the safety of their procedures, but are just interested to make
moneyy quickly and easily in the lucrative business of providing abortions. The
illegalityy of abortion in Nigeria ensures that there is no official control of the
qualityy of abortion procedures and providers. It is surprising what girls and
womenn are willing to risk, but maybe they do not realise their odds. The 'success'' stories off how unsafe methods work seem to be more often repeated than
storiess of how unsafe methods end up costing so many lives. Two groups of
singlee women especially appear more frequently to have unsafe abortions: secondaryy schoolgirls and apprentices. The main reasons have to be looked for in
theirr stronger wish to keep their pregnancy secret, in particular from their parents,, school authorities and bosses. Additional reasons are their more limited
accesss to financial resources and probably their greater reliance on where boyfriendss bring them or the medicines they give them.
Thee same 'wish for secrecy' that contributed to making single girls and
womenn use relatively unsafe abortion methods and providers is also mainly responsiblee for the delay in treatment when complications of abortion occur. If
theyy tell their parents that they have health problems after an induced abortion,
theyy expose two embarrassing truths: that they had a sexual relationship and
thatt that they had been pregnant. Single girls and women faced with complicationss of abortion go through a terrible emotional turmoil about what to do.
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Oncee complications occur, they cannot confide in their girlfriends and partners
anymore,, who were their main confidants when faced with the unwanted pregnancyy and in making decisions about their abortion. Going against their commonn sense that said that they should ask for help, many girls and women were
foundd to still hide their problems or the real cause of the problems from adults,
includingg their parents, who could help them go for treatment. In this way,
theyy risked more serious complications, because any delay in the treatment of
abortionn complications is dangerous. In addition to this delay due to a wish for
secrecy,, the other reason for the delay in appropriate treatment was caused by
privatee hospitals, where most women were brought when they finally went for
treatment.. The staff in private hospitals sometimes referred the patients with
complicationss straight to a specialist hospital, but mostly they tried to treat
themm themselves, and only referred the patients when the situation got out of
hand.. For some girls and young women, this was too late.

CHAPTERR 6

M A R R I E DD WOMEN A N D ABORTION

Abortionn does happen among married Yoruba women; statistics in Chapter 4
showedd that about one-fifth of abortions were among married women. In a
sensee this is surprising, because in Yoruba society, marriage is meant to produce
childrenn and married women who get pregnant should, in principle, welcome
everyy pregnancy. So, a married woman aborting a pregnancy is always regarded
suspiciously.. Why would she not want the pregnancy? Maybe she got pregnant
fromm a boyfriend? Or perhaps she is wicked and wants to prevent members of
herr husband's lineage from being born? There is a range of reasons. To find out
whywhy married women diverge from the dominant norm and what motivates marriedd women to abort a pregnancy, this chapter analyses the abortion experiences
ass recounted by married women in the context of their marriage and their
socio-economicc standing.
'Maritall status' among the Yoruba is not a straightforward one. Formal marriagee can be traditional, civil, or religious (either in the church or in the
mosque,, as explained in Chapter 3). Traditional and Muslim marriages can be
officiallyy polygynous; Christian men may also be in polygynous relationships,
althoughh their religion does not sanction them. Engaged women or women in a
stablee relationship sometimes consider themselves to be married if they live
withh their boyfriend or fiance. This happens more often in urban areas than in
rurall ones. The most salient characteristic of marriage, as defined for this chapter,, is that the woman is in a sanctioned relationship with a man, and by extension,, with his family.'
Wee defined marriage in a slightly different way than some of the women in
thee study did. During interviews, when asking whether the woman was married
orr not, we did not define the various marriage categories for her. If the interviewedd woman described herself as married, we asked her when she got married
andd whether she was the only wife of her husband, and if not, how many other
wivess the husband had. The married women referred to in this chapter are those
womenn who responded that they were married (in any way) and had children
fromm their husbands. Also included are those women who said they were marriedd and did not have children yet, and (after probing) indicated that they were
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formallyy married. Thus, women cohabiting but not formally married to their
partners,, even if they were sometimes referred to as 'husbands', were not
countedd as married when they did not have children together. As we have seen
inn Chapter 5, these relationships often break up when the woman becomes
pregnantt and the partner has to decide about formal marriage.
StudyStudy populations
Thee study populations for this chapter are summarised in Table 6.1 below. The
mainn source of quantitative data were the semi-structured interviews with
womenn in the communities and clinics of health service providers in Lagos and
Epee who reported ever having had an abortion when they were married; 158
womenn reported a total of 233 past abortion experiences while they were married.. Since 20 of these women also had abortions prior to marriage, when they
weree single, and 10 had abortions later, after they were divorced, one cannot calculatee the average number of abortions of married women from these figures.
Thee 128 women who had abortions only when they were married, had between 1
too 6 abortions with a mean of 1.5. The ages of the married women when they
hadd abortions ranged from 17 to 42 years, with a mean of 27.2 years.
Thee main source of qualitative data and case histories were the in-depth interviewss with 10 married women who came to the hospital with complications
causedd by induced abortion. They ranged in age from 20 to 32 years, and the
meann age was 27.9 years. Throughout this chapter, reference will also be made
too the information gathered from women in the community survey about 24
marriedd women who died as a result of abortion. The age of these 24 women
whoo died ranged from 16 to 42 years, with a mean of 29.1.
Tablee 6 . 1 .

Study populations and sample size for Chapter 6: Married women and abortion

studystudy population
Womenn who had an abortion when they were married
Pastt abortion experiences (reported by the 158 women above)

sample size
158
233

Marriedd women with abortion complications presented in the hospital

10

Historiess about married women who died from abortion

24

Threee case histories

Inn this section, Yemi, Jumoke and Gbemisola recount their experiences, which
willl serve as illustrations for the analysis in this chapter. We interviewed them
inn the hospital where they were admitted with abortion complications. Their
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historiess are typical in terms of their reasons for abortion, marital relationship,
socio-economicc background, decision-making on abortion method and involvementt of partners and others. What is atypical about their cases is that they
allhadallhad unsafe abortions that ended in serious complications that were treated in
aa specialist hospital; 7 0 % of the abortions of married women recorded in the
presentt study were relatively safe. At the relevant places in this chapter, parts of
otherr women's abortion experiences will be quoted to illustrate important
pointss that diverge from the experiences of Yemi, Jumoke and Gbemisola.
Yemii is a 28 year-old Anglican small trader in foodstuff who attended secondaryy school up to class 3. She has two children: "I found out that I was pregnant
att one month. I was not using any family planning, but had just thought about
starting.. I was not happy, because our youngest child was only two years old.
Wee just did not have money for another child. My husband is a civil servant, a
clerk,, and his salary is not regular. I am earning some money by trading, but it
iss not enough. When I told my husband I was pregnant again, he also was not
happy,, because we did not have money. We both thought that abortion was
thee best solution for the problem. I delayed for a few weeks, because I had to
makee up my mind about how to abort. My husband suggested going to the
TBAA where I had my last baby without complications, because we did not have
moneyy to go to the hospital. I was two months pregnant then. The TBA just
helpedd us; we did not have to pay any money. I drank a concoction, prepared
byy the TBA. Two weeks later I had severe lower abdominal pain and I could
nott walk. I started noticing a pussy discharge from my vagina. I was very
afraid;; I thought that my intestines were decaying and if I would not go for
treatmentt I would die. I told my husband about it. We decided to go back to
thee TBA. When we came to the TBA's house the neighbours told us that he had
travelledd and would only come back the next day. My husband then decided
too take me to the general hospital where I was referred to LIMH. I regret the
abortion.. If I had left the pregnancy to grow, I would not be going through all
thesee problems. From now on I will start using contraceptives. What would be
thee best method for me?" [Yemi's uterus was badly inflamed. Her fallopian
tubess and part of the uterus had started degenerating. The surrounding pelvic
areaa was also infected. She was placed on strong antibiotics, and will probably
sufferr from secondary infertility due to the infection.]
Jumokee is a 31 year-old Muslim small trader in cooked food with a secondary
schooll certificate. She has four children, had one miscarriage, and had one previouss abortion in 1993: "It was one month when I missed my period. I used to take
thee pill [oral contraceptive pill], but some days I would forget and sometimes I
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wouldd not take them for a whole week. I was not happy, because things were
nott going smoothly with my husband and me. We had a quarrel; he wanted to
takee another wife. My husband is a businessman and he is the father of my four
children.. We have been married for more than nine years. When I told my
husbandd that I was pregnant, he did not show any sign of joy or concern. He
justt did not care at all. I felt I could not nurture a pregnancy in an unconducive
atmospheree because I was not on good terms with my husband. Moreover, he
hadd also packed [moved] out of the house and left me living alone with the
children.. He stayed with the new wife he intended to marry. I wanted to abort,
butt did not abort immediately, because I did not have the money. At three
months,, I went to a nurse's house, two streets away from where we live. I had
heardd neighbours discussing the nurse. I went alone and paid her 400 naira.
Shee did dilation and vacuum extraction. Immediately after the nurse finished
thee procedure, I noticed I could not walk and was bleeding profusely, and later
II was passing urine involuntarily. I was very afraid, and I knew that my womb
hadd been damaged. I shouted for help from the neighbours, because I had no
otherr option. My neighbours immediately sent for my husband and they
rushedd me to a nearby private clinic from where I was referred to LIMH. I regrett very much what I did. I am afraid that my husband will not forgive me
thatt I did not tell him that I was going to abort the pregnancy. He has taken
myy children away from me and I am afraid that my husband and his relatives
willl not allow me to see my children again. [Jumoke had serious complications:: perforations of the bladder, peritoneum and vagina. After treatment her
generall condition was better, but she may be not able to conceive again. There
wass no money to do all the tests and surgery for repair. Jumoke asked the interviewerr to talk to the husband on her behalf, which she did. The husband said
hee had forgiven her, and hoped that she would not be 'stubborn' again and
thatt his and her family should sit down together and talk to discuss the issue.]
Gbemisolaa is a 32 year-old Muslim trader in leather bags and shoes with a secondaryy school certificate. She has four children, and had two prior abortions
inn 1985, when she was still in secondary school. Of this most recent abortion,
shee said: "I missed my period at one month. We usually use withdrawal
methodd but did not use it on that day due to my husband's mistake. I did not
takee anything afterwards, thinking that I might be just lucky not to get pregnant.. I was not happy to be pregnant, because I did not want to have any more
children.. Another child would be a [financial] burden to my family. My husbandd is a businessman who sells car parts. We have been married for 13 years. I
didd not tell him I was pregnant, because he would never allow me to abort the
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pregnancy.. I confided in a female friend who also sells in die same market and
hass a stall near my stall. I considered abortion immediately because I just could
nott have another child. However, I was afraid to go through die pains of abortion.. I experienced it twice when I was in secondary school. I also had a strange
feelingg that I would die in the process. I talked about it with my friend and she
toldd me about a private clinic somewhere in Ojodu [area of Lagos] where they
didd abortions. My friend went with me. I do not know what they did, because
II was heavily sedated. I had asked them to sedate me because I did not want to
havee any pains. I paid 1000 naira. About four hours after I came home, I
startedd bleeding profusely. I was startled at first and later I became so afraid. I
wass afraid to bleed to death, but also that my husband was definitely going to
findfind out what I did. I did not like that. I knew that if I did not go to the hospitaltal I would bleed to death. 1 called my neighbour and asked her to take me to
thee hospital because I just had a miscarriage. My neighbour helped me to go to
aa private hospital. The doctor in die private hospital tried to stop the bleeding,
butt he could not. I never told the doctor in the private hospital that I had done
ann abortion, just that I had miscarriage. I was later referred to the general hospital.. There I confessed that I had an abortion and they referred me to LIMH.
Myy husband got to know about everything when he came back from business
inn die East [of Nigeria] the next day and found me in the hospital. He is very
muchh annoyed with me and may even send me away. He said he would give
hiss verdict when I am well. I now regret having the abortion. I am afraid I have
destroyedd my marriage because of my foolishness. If only my husband can forgivee me I will go and get the adequate method of contraception. I used IUCD
before,, but stopped because I started losing weight." [Gbemisola came to
LIMHH with retained products of conception, heavy bleeding and an atonic
uterus.. She received a blood transfusion and evacuation of the uterus was
done.. Her husband paid the bill. She was much better and was discharged after
twoo days in hospital.]

Reasonss for abortion
Accordingg to Yoruba tradition, married women have very few reasons for abortion.. Community members acknowledged that there might be circumstances
thatt could make a married woman's pregnancy unwanted, but only in very few
casess could these be acceptable reasons for aborting. N o n e of the married
womenn in the interviews said that her unwanted pregnancy was a result of rape,
whichh would be the main genuine reason for aborting, as far as public opinion is
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concerned.. Only one woman aborted because her husband had died and several
abortedd for health reasons, which are also acceptable reasons for married
womenn to get an abortion. Any other reason that women reported for abortion
wouldd not be approved of. Nevertheless, the women interviewed considered
abortionn a better strategy to cope with their unwanted pregnancy than having
thee baby. Table 6.2 indicates the distribution of reported reasons for abortion
off the 233 abortion experiences of married women.
Tablee 6.2.

Reported reasons for 233 abortions by married women

reasonreason for abortion by married women

percent

Thee previous baby too young

40%

Financiall instability

16%

Enoughh children already

11%

Maritall problems (and she decided to abort)

9%

Pregnantt from extramarital affair

5%

Careerr plans

5%

Healthh reasons o f self or partner

4%

Presentt education/apprenticeship

4%

Other**

6%

TotalTotal

100%

*Justt not ready, circumstances, her other child died, partner died, feared delivery, husband's wish

TooToo short a birth interval
Yemii said she aborted because her previous child was still too young, which is
thee reason that women reported for 40% of all abortion experiences. The reasonn why a child who was conceived too soon is unwanted differs from case to
case.. For Yemi, the reason was that she and her husband did not have money for
anotherr child at that time. With ample space between children, parents can financiallyy recover from a previous baby. A pregnancy, baby and infant cost a lot
off money. The family must spend money on routine health services such as
ANC,, delivery, the post-natal clinic and the child welfare clinic. Moreover, parentss must pay for food and clothes for the baby, a name-giving ceremony eight
dayss after birth and another party when the child becomes one year old. These
expensess are the bare minimum and assume that everything goes well. Small
childrenn are often sick and their medical expenses may be high.
Womenn reported other reasons why having children close together was
undesirable.. They said that they feared possible gossip and jokes about their obviouss inability to restrain themselves sexually. Or, they were too tired to go
throughh another pregnancy so soon, and did not want to face the trauma of
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deliveryy again. Women also said they feared that short birth intervals were bad
forr the health of the previous baby.
Whatt women considered as 'too close' a birth ranged from a few months to
upp to two years or more. If the birth interval was only a few months, the main
reasonn mentioned was that women were tired of going through another pregnancyy and delivery. If the child was already older, women were more motivated
byy the financial consequences.
CompletedCompleted family
Gbemisola'ss reason for aborting was that she did not want to have more than
thee four children she already had. About one-tenth of the women with abortion
experiencess had the same motive for aborting; they felt that they had enough
childrenn already. What constitutes 'enough' children and what influences this
numberr varies. Traditionally, couples should have as many children as possible.
Theree are different opinions on what is considered 'possible'. Ideally it would
bee 'as many as the traditional postpartum abstinence period of two years allows',, 'as many as God intends to give' or 'as many as a woman conceives'. The
officiall national population policy 'permits' a maximum of four children per
womann (which would mean that men in polygynous relationships are allowed
too have as many as four times the number of children as the number of their
wives).. This figure of four seems to have stuck in people's minds, because many
mentionedd four children as an ideal figure — provided that there is at least one
son.. Nowadays, it seems to be mainly economic factors that influence the desiredd number of children, 'possible' has taken on the connotation of'possible to
caree for'.
FinancialFinancial problems
Thee inability to care for another child financially is a major underlying motivationn for those who cite 'too short a birth interval' and 'having enough children
already'' as reasons for aborting, as was made clear by the stories of Gbemisola
andd Yemi. Some of the reasons given usually included other, less obvious ones.
Inn Chapter 3, I explained how for many Nigerians, the economic situation is
becomingg increasingly austere. Many families are in a situation in which every
additionall child will reduce the money available to others in the family; only the
richh can (still) afford to have many children. Yemi said that she and her husband,, a civil servant, did not have money now for another child, but they would
stilll want more later on. Salaries of civil servants in Nigeria have not been adjustedd for the inflation caused by the devaluation of the national currency, and
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remainn far too low. Over the years, there has been increasing unrest and strikes
amongg civil servants demanding higher salaries and regularly paid wages. At
leastt civil servants at least still have the advantage of formal employment. Most
Nigerians,, in the formal and informal sector, feel the increasingly tight economicc situation influencing all spheres of life. 'Financial instability', or lack of
moneyy for raising an additional child, was given as the main reason for aborting
inn 16% of abortion experiences of married women.
MaritalMarital

problems

Maritall problems were given as a reason for abortion in 9% of abortion experiencess of married women. Some women said their husbands were not caring,
andd they could not face going through a pregnancy and delivery on their own
again.. Other women were not on good terms with their husbands, and so did
nott want to give him a child. The tensions between spouses mostly arise when
husbandss want to take another wife, such as in the case of Jumoke. W h e n
womenn live in polygynous marriages, they often blame their husband for tensionss with the co-wife. W o m e n complain that their husband 'does not care for
mee equally' or 'does not equally support me financially'. Abortion can be seen
ass a way for women to be able to more or less quiedy 'rebel' against their ambivalentt and unstable position in the patrilineage (being a producer of members for
thee patrilineage without being a member themselves), and against the problems
off polygynous marriages. Aborting a pregnancy that is still wanted by the husbandd was reported by some women as a way to 'punish' him. W o m e n would
havee to feel very strongly about hurting the husband to do this. If the husband
discoveredd the truth it could be a reason for divorce, which may not be their intention.. Thus, polygyny can be the underlying cause for a woman wanting
abortion.. However, it can also be a reason why a husband wants one of his wives
too abort, as the following case illustrates.
AA 28 year-old Muslim trader in fish, with a primary school certificate, living in
aa village in Epe, is the second wife of her husband. She has three children: a 3, 6
andd 10 year-old. She had an abortion twice for different reasons, both related
too polygyny: "I am the second wife of my husband. I aborted first when I was
222 and my first child was four years old, because the first wife was already pregnantt and our husband did not want two pregnant wives. He gave me the
moneyy to go and abort the pregnancy. I went to a private clinic and had a D&C
donee when I was two months pregnant. The second time I had abortion was
thiss year. I had a fight with my husband, because I discovered that he slept in
thee first wife's room instead of in my room when it was supposed to be my
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turn.. I even wanted to kill myself since I felt our husband loves die first wife
moree dian me. It was after much begging from my husband that I changed my
mindd and did not kill myself, but terminated the pregnancy at three-anda-halff months. I went to a private hospital and had vacuum aspiration. I did it
soo as to punish my husband."
Thee first abortion shows that it is not in the man's interest if both of his wives
aree pregnant at the same time. One of the advantages of a polygynous marriage
forr the man is that it is easier to 'obey' the traditional postpartum taboo of two
years.. If both of his wives are pregnant, he loses this advantage; he must find anotherr woman to satisfy his sexual needs. This costs him a lot of money, so he
askss one to abort. In this case, the previous child was four years old. This is a
properr birth interval and the woman wanted the child, but she had to give in to
herr husband's wish. The reason for the second abortion illustrates that the
(male)) ideal of co-wives living harmoniously together does not always materialise,
ass I have already indicated in Chapter 3. There is a recurrent risk of tension and
jealousyy between them over the favours of their husband. Men, when planning
too take or taking a second wife, may also just leave theirfirstwives with their pregnancyy and stop supporting them, or may even formally separate from them.
Somee women reported they aborted because they were disillusioned with
theirr marriage (not only as a result of polygyny). Their husbands were not supportingg them in any way whatsoever, neither financially nor emotionally, and
theyy were left on their own.
Wife'sWife's extramarital affairs
Anotherr reported reason for abortion was pregnancy as a result of an extramaritall affair by the wife (5% of experiences). Pregnancy from an extramarital affair
iss always a threat to a woman. If it is discovered, she may lose her position in the
patrilineagee of her husband, and she may be forced to divorce and leave the
housee and her children, a very shameful occasion. Some women would risk havingg the baby that is not their husband's and pretend it is his, but would always
havee to live with the fear that the truth may still come out in the end. The child
mayy expose some extraordinary features or qualities (possibly good ones, but
mostt likely bad ones) that cannot be explained through its genetic inheritance
fromm the father or mother. Others who wish the woman ill may prove by divinationn that the child is not the father's. One woman who had wanted to keep
herr illegitimate child said that she had to abort it because she happened to find
outt when she was already pregnant that her husband had become infertile after
aa serious illness. She could never pretend the child was his. These days, some
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husbandss may want scientific proof of their biological parenthood and ask their
wivess with a 'dubious' child to go for a blood test.
Boxx 6 . 1 . Trying to get an illegitimate child acknowledged
Whenn listening to the stories by women who aborted a pregnancy from an extramaritall affair, I remembered the amazing and terrible story that I heard when I had only
beenn in Nigeria f o r a short while. One o f the wives o f a 'big' man who had around
ninee wives, had to take her illegitimate child forr such a blood test. Out of panic and
desperation,, she had her child infused with other blood that would match the blood
o ff the husband. The child died. I did not know the woman personally (I only knew
whoo she was), but sympathised with her desperation. I wondered how she convincedd a doctor, a nurse, or whoever, to perform the unethical and dangerous procedure.. I did not follow up on the story because it was too appalling to me. I also did
nott want to become involved in what I felt to be sickening gossip and slander about
thee woman by showing too much interest. At that time I was not yet involved with
thee present research, which would have 'warranted' my following up the story.

Ninee of the interviewed women reported that they aborted after getting pregnantt by their boyfriend; three of them got pregnant twice from an extramarital
affair.. All of these women had children from their husbands already. Some said
theyy had a boyfriend when their husbands were not around for a prolonged periodd of time. Others had a boyfriend alongside the husband, maybe for fun,
perhapss for money; we did not ask. All nine women were petty traders and had
plentyy of opportunity for contact with men other than their husbands.
Itt was surprising that women risked getting pregnant from their boyfriends
byy not using contraception. Only one woman said to have used the safe period,
butt that she must have miscalculated; none of the other married women used
anyy form of contraception with their boyfriends.
EducationEducation

and career

Thee following history of Fashoro, one of the women who came to the hospital
withh complications of abortion, reveals yet another important reason why marriedd women considered a pregnancy unwanted and aborted it.
Fashoroo is a 20 year-old unemployed Muslim woman who finished secondary
school.. She and her two-year-old child live with her husband's grandmother:
"II have been longing to go to university. I once had the same problem [pregnancy]] when I was in JSS3. I had to leave school to have the baby before going
backk to school. This time nobody will want to help me to care for the child
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whenn I eventually go back to school. The child I have caused a lot of problems
inn my family and in my boyfriend's family. We did a traditional marriage. My
parentss have never been happy with me since I had the baby. My husband's
parentss refused to accept me to live in their house and I live with his grandmotherr instead. My husband is still studying in the polytechnic. I told him I
wass pregnant, but he hardly reacted, because he was very weak with typhoid
fever."" [Fashoro confided in her stepmother, who helped her to abort with
somee drugs. After a week she was feeling drowsy and had severe abdominal
painn and thought it was malaria. When her stepmother took her to the hospital,, the nurse discovered she had serious complications from an incomplete
abortion,, and needed referral to LIMH. She had the retained products of conceptionn evacuated, after which her condition improved.]
Fashoro'ss case shows that married women may still have career plans. If women
marriedd young, they may still seek to continue their education; some married
womenn were even presently attending some sort of school. When Fashoro had
herr first pregnancy in secondary school she was lucky that she could finish her
secondaryy education after she had the baby, even though there were many negativee social consequences. These illustrate that the consequences that single
pregnantt women fear and motivate them to abort, as explained in Chapter 5,
aree not unrealistic. Fashoro saw her hope of continuing her study in university
threatenedd when she got pregnant again.
Educationn is not the only arena that may be hindered by a baby; a career can
bee too. Some women said they had just got a promotion that would be withdrawnn if they would have to take maternity leave. Others wanted to start a businesss or had just invested money in a business of their own, and a pregnancy and
smalll baby would prevent tiiem from putting the requisite 110% of their energy
andd time into building up the business. T h e formal and informal labour market
inn Nigeria is full and very competitive. If one gets an opportunity to progress
(e.g.. formal employment, promotion, chance to gather some money for your
ownn business, admission to a school, or someone willing to pay for your education),, it is very difficult to let the chance pass, because it may very likely never
presentt itself again. O f all abortion experiences, 5% said they aborted because a
pregnancyy and new baby would interfere with, or halt their career plans, while
anotherr 4 % were presently in some sort of education that they would have to
stopp if they would continue the pregnancy.
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Copingg with unwanted pregnancy

Thee majority of interviewed married women coped with an unwanted
pregnancyy by having an abortion. Three-quarters (75%) of the 192 unwanted d
pregnanciess reported by married women were aborted, while 21% kept the
pregnancy.. Four percent (4%) tried to self-abort, but when the methods did
nott work, they stopped. The reasons why some women aborted and others did
nott may partly depend on the reasons why the pregnancy was unwanted. Some
reasonss are more pressing stressors for the women which require problemsolvingg coping, i.e. abortion. Figures are too small to find statistically significantt associations, but it seems that when the reason 'having enough children
already'' was given, relatively more women kept the pregnancy (65%, or 20 out
off 31 women). On the other hand, when pregnancies were unwanted for 'career'' reasons or the 'man responsible for the pregnancy not being acceptable',
womenn resorted to abortion relatively more often (respectively 17 out of 19 and
122 out of 13). The last reason, often indicating an extramarital affair, threatens
women'ss (married) position the most.
Marriedd women usually have more material and knowledge resources at
theirr disposal to cope with unwanted pregnancy than do single girls. Moreover,
thee stressor of an unwanted pregnancy is usually less serious for marriedd women
thann it is for single girls unless the pregnancy is from an extramarital affair.
Onlyy then could the pregnancy really bring her into serious social and marital
troublee if found out. Married women usually have better knowledge of places
wheree they could go for abortion than single women do, as they can go to the
placee where they have already delivered. They also have more access to money,
iff not their own, then perhaps that of someone in their network of female
friends.. Depending on the relationship with her husband, especially if both
considerr the pregnancy unwanted, a married woman might have his social and
financialfinancial support when opting for an abortion. For all of these reasons, married
womenn normally panic less than single women when they are faced with an unwantedd pregnancy. However, since abortion is publicly condemned, married
womenn still try to abort as quietly and as unnoticed as possible.
Thee main reason reported by the 40 interviewed women with an unwanted
pregnancyy who didnot abort was that they considered it immoral because abortionn was against their faith (28%). Women of all religions gave this as a reason.
Aboutt one quarter (23%) of the 40 women who did not abort said it was
becausee they feared the health complications of abortion, including secondary
infertilityy and death. About one-fifth (18%) had wanted to abort, but were eitherr prevented by their husbands from doing so, or they did not know how to
goo about it. Some also conformed to public opinion and considered abortion to
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bee unacceptable for a married woman, since all pregnancies within marriage
shouldd be welcome.
MarriageMarriage in Yoruba society is meant to produce children and therefore marriedd women would normally not abort the first pregnancy of their marriage.
Thee findings of this study support this. Nearly all the 129 women who had their
firstt abortion when married had one or more children already; only nine did
not.. Three of these nine women had a genuine and publicly accepted reason:
twoo aborted on medical grounds, based on a doctor's advice, while the other
wass a woman whose husband died when she was pregnant with their first child
andd her family-in-law did not want to accept the baby. Of the six others, either
theyy or their husbands were still studying or they thought they did not yet have
enoughh money, while one woman said she aborted because was very disappointedd in the husband she had just wedded; he was very uncaring and she was
thinkingg of a divorce.
Husbands'Husbands' and others' influence on coping decisions
Womenn usually made the decisions about how to cope with an unwanted pregnancyy on their own. Four-fifths (80%) of married women said their decision
wass uninfluenced by their husbands or by others. From these findings, it cannott be concluded whether or not husbands knew that their wives were pregnant
andd wanted to abort; we did not ask about it. The husbands may have known,
butt have been indifferent and left it to their wives to decide, as in Jumoke's case.
Womenn who got pregnant from an extramarital affair obviously would not tell
theirr husbands.
Thee experiences of the ten married women with abortion complications
providee more information on the involvement of husbands. Five of these
womenn did not tell their husbands about their pregnancy, even though their
pregnanciess were reportedly legitimate. The case of Gbemisola illustrates why
thesee women wanted to hide their pregnancy: They feared that their husbands
wouldd ask them to keep the pregnancy, though they themselves definitely did
nott want it. Either the women thought they had enough children already or
theirr previous child was still too young. In addition, they foresaw financial
problems.. Since the brunt of the caring, raising and paying for a child is borne
byy the wife, as was explained in Chapter 3, she will more often find a pregnancy
unwantedd than her husband does. Women are aware that their wishes will most
probablyy be contrary to those of their husbands and do not want to be preventedd from choosing what they see as the best solution. Therefore, they decide
too not tell their husbands they are pregnant.
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Off the other five women who told their husbands that they carried an unwantedd pregnancy, only Yemi's husband supported his wife with the abortion.
Hee agreed with his wife that abortion was the best coping strategy and they
lookedd together for a way of aborting. In the other four cases, the women went
aheadd on their own, because their husbands were either indifferent (like Jumoke's)
orr they did not really want their wives to abort, but had to give in to their wishes.

Abortionn methods and providers
Comparedd to single women, married women are likely to have more informationn about abortion providers and more money to spend on abortion. Nearly all
(93%)) of the 233 abortions that married women had occurred after they had alreadyy given birth to a baby. They could thus return to the ANC or health care
providerr who helped them with their delivery; these (private hospitals and
TBAs1)) are often also potential providers of abortion. In Chapter 5,1 elaborated
onn available abortion providers in Lagos and Epe and the abortion methods
thesee providers use, as well as the cost involved. Therefore, it suffices here to list
inn Table 6.3 the providers whom married women reported to have used for their
totall of 201 abortion experiences.
Tablee 6.3.

Abortion providers for 201 abortion experiences o f married women

providerprovider

percent

Privatee hospital

80%

-- Straight to private hospital
-- Private hospital after attempted self-abortion
Noo provider - self-induced abortion
Chemistt

(71%)
(9%)
2%
8%

-- Straight to chemist
-- Chemist after trying self-abortion first
'Personn in a room'
-- Straight to 'person in a room'
-'Personn in a room'after trying self-abortion
Traditionall healer

(5%)
(3%)
5%
first

(4%)
(2 )
3%

-- Straight t o traditional healer
-- Traditional healer after trying self-abortion
Publicc hospital

(2%)
(1 )
2%

-- Straight t o public hospital

(3 )

-- Public hospital after trying self-abortion

(1 )

TotalTotal

700%

Source:Source: abortion questionnaire, 201 and not all 233 abortion experiences of married women. Only women who
weree asked to report on self-abortion before going to a provider have been included; see note with Table 5.5.
nn
Numbers are given instead of percentages for figures involving less than four women
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Mostt of the married women (71%) reported that they went directly to a private
hospitall or clinic for abortion.3 Many said they knew this hospital from when
theyy delivered their babies or because it was in the neighbourhood. A total of
17%% of the total 201 abortion experiences tfarWwith self-induced abortion, i.e.
womenn taking some medicines or substances orally, but only 2% succeeded
withh these methods.4 The other 15% went to a provider, usually a private hospital,, after the failed self-abortion. Providers other than private hospitals were
few;; in total they accounted for only 18% of abortions (4% after attempted
self-abortions).. The chemist was the most used 'other' provider (8%), followed
byy 'a person in a room' (5%). Only a few women said to have used a traditional
healerr for abortion (3%). Thus, about 73% of abortions of married women
appearr to have been implemented by safe providers, meaning private or public
hospitalss only (without the woman having attempted self-abortion first). However,, as mentioned in Chapter 5, this does not mean that the abortion in the privatee hospital was actually safe.
Thee experiences ofwomen who came with complications to the hospital are
illustrativee of the quality of private hospitals. Five of the ten had an abortion in
aa private hospital: One woman was probably just 'unlucky' to be suffering from
complications,, because the abortion could have been safe. She was a 27 year-old
pettyy trader who had an MVA of a two-months-old pregnancy for which she
paidd 1,500 naira (which is the minimum price for a safe abortion in a private
hospital).. Her abortion was incomplete. The four others most probably had
unsafee abortions in the private hospitals where they went, judging from their
accountss of the procedure and from the amount of money they paid for them.
Onee of these four women was a 30 year-old university student. She had an
abortionn by D&C in a family hospital at about one month of pregnancy, for
whichh she did not have to pay anything. But the abortion was botched and she
developedd fistulae. On the one hand, it is laudable that family doctors assist
theirr clients without pursuit of profit, but on the other hand, they may be performingg procedures without qualification or experience. A chief matron in
LIMHH had told me earlier about her observations of dangerous abortions performedd in private family hospitals by unqualified staff that are done to help
theirr clients, who are mostly married women who had delivered there before.5
InvolvementInvolvement of others in abortion decisions
Mostt married women reported that they decided on their own that they wanted
too abort (75%). Yet, some of these women involved others once they had made
thee decision to abort. They asked for advice on which provider or method to
use,, for company when she went to the abortionist or for assistance with paying
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forr the abortion. Table 6.4 summarises how others, such as husbands, friends
andd family, were involved.
Tablee 6.4.

Involvement o f others in first and subsequent abortions by married women

involvementinvolvement ofothers

firstfirst abortion only*

KnowledgeKnowledge about the provider/method

)
(N -132)
N

subsequentsubsequent abortions
(N-98) )

Kneww o f it from experience

52% %

22% %

Fromm a (female) friend

34% %

20% %

Throughh husband/partner/boyfriend

7% %

2% %

Throughh sister/family member

6% %

4% %

Otherss * *

2% %

Hadd an earlier abortion by the same provider
Usedd the oral method before
Total*** Total***

--700% %

-48% %
3% %
700% %

(Missingg values - 3)
PersonPerson accompanying to provider* * * *

(N -133)
N
)

(N-93) )

Nobody,, went alone

48% %

66% %

Herr partner/husband

23% %

17% %

AA (female) friend

20% %

14% %

Sister/familyy member
Total*** Total***

8% %
100% 100%

3% %
700% %

(Missingg values - 4)
PersonPerson who paid for the abortion

)
(N -117)
N

(N-86) )

Self f

50% %

63% %

Partner/husband d

49% %

36% %

Others***** *
Total Total

1% %
100% 100%

1% %
700% %

(Missingvalues-8)****** *
Somee women had already had an abortion when they were still single
Husband'ss friend, d o c t o r in hospital
Totalss d o not add up to 100% due to rounding
N o tt self-abortion
Sister,, friend, father-in-law
11

N o t included the 16 w o m e n w h o paid nothing and the 6 women w h o self-aborted.

Forr cases in which abortion was a husband and wife's joint decision, most
womenn did not want to involve anyone except their husbands. They preferred
too hide the abortion from others because community opinions disapprove of
abortionn under most circumstances; the reason for the unwanted pregnancy
mayy be something shameful, and could easily become a topic for gossip. Even if
thee community would endorse the reason for the abortion, as in the case of
rape,, being raped is still something shameful that women (and their husbands)
wouldd like to hide from others.
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Especiallyy in the case of subsequent abortion(s), women did not involve
otherss in their abortion: 73% of women decided for themselves how to abort,
66%66% went to the abortionists on their own and 63% paid for it themselves.
Withh first abortions, they tended to involve others more, but even so, about half
off the women still did everything by themselves. They said they knew where to
abortt because they had delivered there or because it was in the neighbourhood.
Aboutt half of the 98 women who had more than one abortion went back to the
samee provider who performed their first abortion; only one of them reported
complicationss after the first one. This woman had only minor complications,
somee abdominal pain that was treated in the same hospital. It was striking that
//womenn involved someone in choosing a provider for abortion, it was seldom
aa family member (or her own or in-laws), whereas for other health matters, familyy members are usually consulted. Women ask their family where to go when a
childd is sick or where to go for ANC care and delivery. In cases of abortion, the
womann would not want her family to know, because they would most likely not
agreee with abortion and might even prevent her from carrying it out. Those
womenn who did confide in someone usually consulted female friends who also
oftenn escorted them to the abortion providers.
Inn one-quarter of first and less than one-fifth of subsequent abortions, husbandss escorted their wives to the abortionists, but a greater percentage of husbandss paid for the abortion than actually accompanied their wives. This indicatess that they knew their wives aborted. It seems the husbands did not want to
bee publicly seen as agreeing with abortion by openly escorting their wives, but
quietlyy supported them instead. It may also be that husbands considered gynaecologicall problems to be women's affairs. One hardly sees couples together in
gynaee clinics, except when the gynaecologist or traditional birth attendant who
iss treating the woman explicitly asks the husbands to come. However, since
husbandss usually escort their wives to the hospital for surgery or delivery, the
firstfirst impression, that most husbands do not publicly want to support their wives
inn abortion is probably nearest the truth. Another possibility is that men might
considerr their wife's abortion as their personal failure, i.e. they were so careless
too make their wife pregnant when a baby was unwanted. The feet that more
thann half of the women paid for the abortion themselves is an indication that
manyy of their husbands probably did not know they were getting an abortion,
otherwisee the women would have asked their husbands for the money; cultural
normss dictate that husbands finance the medical treatment of their family. This
correspondss to the findings that of the ten women with complications admitted
too the hospital, half of the husbands did not know they were pregnant and
wantedd to abort.
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Unsafee abortion
Moree married women than single women had relatively safe abortions: 70% as
opposedd to 60%. Yet 30% of the married women had unsafe abortions because
theyy had a late abortion, and/or used unsafe methods and/or used unsafe providerss (according to the criteria set out in Chapter 4). Some of the main reasonss why married women ended up delaying abortion or resorted to unsafe
providerss and/or methods were illustrated by the cases of Yemi, Jumoke and
Gbemisola,, and will now be discussed.
DelayingDelaying abortion
Delayingg abortion does not imply a conscious choice for a relatively unsafe
abortion;; it is instead an unwanted outcome of the circumstances. Although all
tenn women who entered the hospital with complications aborted in the first
trimesterr of pregnancy, seven of them delayed aborting by one or two months;
everyy delay carries an increased risk of complications. The main reasons for
thesee ten women's delay were lack of finances and the prolonged period time it
tookk to determine which provider to use. The histories of Yemi and Jumoke illustratedd these points.
Interviewss on abortion experiences of married women confirmed that most
off the 28 who did delay said the main reason was that they had to gather money
(32%).. Others delayed because they wanted to be sure they were pregnant
(29%).. These women had had experience with missing their period, and hoped
itit would come back by itself. Some women said they initially had wanted to
keepp the pregnancy, but when circumstances changed, they also changed their
mindd and wanted to abort (29%). 'Changed circumstances' were usually related
too health problems and to husbands who were found to be unfaithful, and
worsenedd economic circumstances for only one woman.
AbortingAborting with unsafe methods and providers
Thoughh relatively more married women than single women used safe abortion
providers,, a substantial number of married women, 28%, used unsafe providers,, i.e. a'person in a room', a chemist or a traditional healer (see Table 6.3).
Mostt women know which abortion providers are safer than others and know
thatt abortion can be very dangerous, but may still take the risk. The three case
historiess presented illustrate the main reason why married women use these
unsafee providers: lack of money to pay for a good private hospital. Unsafe providerss are usually cheaper. Only very few married women said they used unsafe
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providerss and methods for reasons of secrecy, as was the case with many single
girls. .
Yemii and her husband decided to have an abortion with a TBA for free, and
saidd explicitly that they simply did not have money to go to a hospital. Jumoke
waitedd with aborting because she did not have money, and finally settled for an
abortionn by a nurse where she had to pay only 400 naira. Gbemisola went to a
privatee hospital for her abortion, but it could not have been safe because she
paidd only 1,000 naira for a procedure for which she was heavily sedated. These
casess reveal again and again that many persons and families really live on or beloww the poverty line. It is sad that in Nigeria a civil servant like Yemi's husband
couldd not easily raise 1,500 naira for a relatively safe abortion, and therefore
riskedd the infertility or death of his wife.
Itt is striking that when husbands were involved and paid for the abortion,
moree women went to safe providers (88%) than when the women had to pay for
thee abortion themselves (78%). Again, this boils down to more readily available
moneyy making abortion safer, and not that the husband's choice of abortion
providerr insured a safer abortion. Husbands were normally not involved in
choosingg providers; Yemi's husband is an exception. Thus, husbands were not
thee ones who influenced the women to use a safer provider; the availability of
moneyy from them was.

Copingg with complications
Thirteenn percent of the 233 abortion experiences of married women resulted in
complications.. Just as it is generally easier for married women to cope with an
unwantedd pregnancy, it is usually easier for married women to cope with abortionn complications than it is for single girls. Although complications after a
secrett abortion might reveal all the practices that the abortion was supposed to
conceal,, at least initially, married women, even if they aborted secredy, have
onee big 'advantage' over single women: They can always pretend their problems
aree due to a spontaneous miscarriage. When a woman reports she is having a
miscarriage,, everyone will pity her and try to help if they can. This is exacdy
whatt Gbemisola and many other women did. People around them, including
theirr husbands, would not be surprised that they did not know about the pregnancyy that was miscarried because Yoruba women normally keep all pregnancies,, even the welcome ones, a secret until the pregnancy starts to show.7 The
reasonn is that women fear others may be jealous and try to do harm to them and
theirr baby. Early pregnancies are especially vulnerable to evil powers; many a
miscarriagee is blamed on these influences. It is understandable that women who
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arcc suffering from abortion complication hide the real cause by telling the personss around them that the problems are due to miscarriage, but it may become
problematicc when these women do not immediately inform the staff at the hospitall that they had undergone an abortion. I was told by medical doctors that althoughh the treatment of complications of spontaneous and induced abortion is
ratherr similar in most cases, and the doctor who treats the woman would most
likelyy discover the underlying cause in the end, knowing the cause immediately
wouldd facilitate the most adequate treatment.
Strategiess of coping with complications will partly depend on how women
assesss the threat of the complications, both in terms of their health and the exposuree of their secrets. If the abortion was a secret from their husbands, women
mightt have more difficulty with coping, because the most obvious person to informm and to ask for help from would be the husband. Yemi's husband knew
aboutt her abortion, and helped her when she had complications.
Mostt of the ten women with complications interviewed in the hospital knew
thatt there was something seriously wrong as soon as the complications started.
Mostt said they were afraid of dying. These women sought help immediately.
Onlyy two women (see Biodun's history below) said that they were initially not
tooo worried when they noticed problems and tried some self-treatment at home
first.. All ten women who came to the hospital with complications had serious
complications,, including a perforation of the uterus, vaginal wall or bladder,
vaginal-rectall fistulae, septicaemia or serious bleeding and shock. Some came
straightt to LIMH, while others were referred from private hospitals (like Jumoke
andd Gbemisola).
Biodunn is a 29 year-old Muslim petty trader in provisions with a secondary
schooll certificate. She has three children of whom the youngest is two years
old.. She had one previous abortion in 1992. This time she had a badly performedd D&C in a private hospital after having tried self-abortion with antibiotics.. She aborted without her husband knowing because she had been afraid
herr husband would have asked her to keep the pregnancy. The same day as the
abortion,, while sitting in her stall in the market, she had severe pains and could
hardlyy walk: "I was afraid at first, but when I remembered that the doctor had
toldd me that I would experience some pains, I felt at ease again. 1 asked my
co-traderss to help me pack my wares in and I locked up the shop, and went
homee However, I became worried again when the pains persisted for ten days.
Alll these days I had used warm compresses to massage my abdomen. The pain
wouldd subside a litde before it would start again. After using this method for
tenn days without any improvement, I became afraid and helpless and knew I
couldd not handle the situation myself. I then sent for my mother. She and my
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husbandd took me to a private hospital in the area where evacuation was repeated.. I was admitted for four days, but the pain persisted. My husband then
decidedd to take me to the general hospital. The doctor there referred me to
LIMH.. My mother was annoyed with me but at the same time afraid for my
life.. My father was made to believe that I am only sick so that he can help to
payy the hospital bills since he is rich. He lives in Abeokuta [a town one and a
half-hourr drive from Lagos]. I regret very much what I did and believe my
wombb must have been completely damaged. Will I ever be able to get pregnant
again?? [Biodun had a retroverted uterus with bladder displacement by a thick
walledd mass with cystic and solid components within, due to uterine perforation.. She had foul smelling discharge. Manual correction of retroversion was
donee and she was put on drugs. She was discharged after one-week hospitalisationn and asked to come back for follow-up after four weeks.]
Biodunn was among the minority of married women who used avoidance coping
whenn faced with complications. She clung to the doctor's information that abdominall pain after abortion is normal in order to reassure herself. O n l y after ten
dayss of persistent pains did she admit something was seriously wrong and she
changedd to problem-solving coping instead. Usually married women with
abortionn complications know they have to ask for help because dhey are not able
too handle the situation on their own.
Copingg with the complications was easier for those five women whose husbandss were aware of the abortion, even if they had not fully agreed with it.
Thesee husbands brought their wives to a hospital. Some went to a private hospitall first, before being referred to LIMH. In these cases, the women and their husbandss would tell the doctor in the private hospital straight away what the cause
off the problems was, and the proper treatment could start immediately.
Fourr of the five women who kept the abortion secret from their husbands
continuedd to hide the real causes of tiieir problems from them, even when they
askedd their husbands to take them to the hospital. O n l y at the hospital did the
husbandss hear the real cause of the problems. W h e n they found out, these
womenn reported that the men were very annoyed and showed little compassion.. T h e stories of Jumoke and Gbemisola illustrate how much women who
abortedd without their husbands' knowledge regretted the abortion, and feared
theyy might have spoilt their marriage. In fact, the thing they really regretted was
thatt the abortion was no longer secret. Nothing would have happened if there
hadd been no complications. As a woman in the community survey commented
onn abortion, 'Nothing is bad about it if you succeed'.
Amongg married women, just as among single girls, abortion complications
couldd have been prevented from becoming worse if women had taken timely,
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appropriatee action. Some women delayed getting adequate treatment because
theyy first treated themselves at home in an effort to keep the abortion a secret.
Otherss had gone to a private hospital where complications could not be treated
adequately,, perhaps because either they did not immediately disclose the cause
off the problems or the complications had progressed too far to be treated in a
non-specialistt centre. Some private hospitals referred these women immediately,, whereas others delayed and referred the women only after some days (and
chargingg them money). Some also went to a TBA first, because they trusted their
treatmentss (and possibly feared the treatment in the hospital).

Deathh from abortion
Fortunately,, none of the ten married women whom we interviewed who had
gonee to the hospital with complications of abortion, died. T h e discussion in
thiss section is therefore not based on personal experiences, as it was with the
singlee women, but on the 24 histories told by respondents in the community
survey.. W o m e n in the community had known the women w h o died from
abortionn either as neighbours, friends or family members. Their 24 histories
aree not very different from what we have learnt from the personal experiences
off married women who survived abortion, at least in regards to the reasons for
abortionn and the involvement of husbands. However, as would be expected,
moree of the women who died had had unsafe abortions: 22 out of 24 women
(92%)) had had unsafe abortions. They had either used unsafe methods or had
abortedd at a later stage of gestation; half of the women who died aborted in
theirr second trimester of pregnancy and 18% aborted in the third trimester.
T h ee four histories presented below about women who died illustrate how hazardouss abortion can be, and how 'easily' and unnecessarily women die.
AA 32 years-old married Muslim schoolteacher in Lagos recounts the experiencess of her fellow teacher and friend. She had an abortion herself in the same
yearr as her friend who died. Her opinion about abortion is negative, because
throughh her own experience she knows it is very painful, and moreover it kills
aa lot of women, such as her friend: "In 1992 my friend died. She was only 28
yearss old and a Christian. She was a teacher in a private school in Lagos. She
hadd one child who was just five months old when she got pregnant again. The
mainn reason for not wanting the pregnancy was that the private school where
shee worked would not allow her to go on maternity leave again. They might
firee her or just not pay her for maternity leave. The husband knew about the
pregnancy.. They had a good relationship. He asked her to leave the pregnancy

MARRIEDD WOMEN AND ABORTION

209 9

becausee he had been warned in church chat his wife might die if she would
abort.. At four months she had an abortion by D&C after having an injection,
inn a private hospital. She went there on her own. Immediately after the procedure,, when she was still in the hospital she fainted and was sick and they admittedd her and warned her husband. She stayed in the hospital for five days beforee she died. My friend was telling everybody that if God says anything they
shouldd not object to it [if she would die it was God's wish]. She asked us to
takee care of her child. I can understand that my friend wanted to abort. She
wass very unlucky." [Being a teacher in a private school is a highly valued position,, because private schools pay more than government schools. The woman
wouldd indeed have lost her job when asking for maternity leave so soon after a
previouss leave. A teacher in a government school in her condition would not
havee lost her job, though her maternity leave would perhaps not be paid. Possiblyy she delayed till after the relatively safe first trimester because her husband
wass not in favour of abortion.]
AA 29 year-old engaged housekeeper in Lagos with primary education tells the
storyy about her neighbour. She belongs to a Mission church and believes abortionn is a sin in the eyes of God and deserves punishment: "My neighbour died
inn 1994 when she was 33 years old. She was a small trader and had only primary
school.. We lived in a small town in Oyo State. She was a Muslim. She had two
childrenn already. When she got pregnant, she and her husband were not
happy,, because they felt they had enough children already and could not supportt another one. So they decided to abort. At three months she took somethingg at home, I do not know what she took; a friend had told her about the
method.. The next day her stomach started paining her and she had heavy
bleeding,, but the pregnancy could not be expelled, as was intended by taking
thee medicines [or substances]. Her husband and friends immediately took her
too the hospital. However, the foetus did not come out and she died of shock
andd bleeding. I do not understand why my neighbour did it. I feel that since
shee was married they could still try to look after one more child." [The poor
financiall situation of the couple was the reason for abortion as well as for the
unsafee method of self-abortion. The story shows how self-abortion can get
completelyy out of hand in a short time.]
AA single, 26 year-old Pentecostal hairdresser, with a secondary education who
livess in Lagos discusses her neighbour who died of abortion. She believes abortionn is very hazardous because it can kill and cause infertility: "It was in 1991
whenn my neighbour died of abortion. She belonged to the Pentecostal church,
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ikee I do, and worked as a petty trader. I don't know what was her age exactly,
butt she already had six children. Then she got pregnant from another man and
off course she did not want to have this baby. Also her boyfriend, who was a
marriedd man, did not want it and asked her to abort. She aborted when she
wass three months pregnant. She went to a chemist shop where she was given
somee drugs to take at home. A day after she took the drugs, she had severe
painss and bleeding. The husband then rushed her to the hospital, but efforts to
rescuee her proved to be in vain. She died a few hours after admission to the
hospital.. I understand that she did not want her husband and other people to
knoww that she was dating another man. [Pregnancy from an extramarital affair is
usuallyy unwanted both by the woman and her lover, who in this case was also a
marriedd man. The lover did not financially assist the woman to have a safe abortionn in a private hospital and she went for a cheap, secret abortion in a chemist
instead.. This story shows how fast these drugs can do their disastrous work.]
AA 30 year-old married petty trader with a primary school level education in
Epee recounts the story of her neighbour. She belongs to a Mission church. She
believess abortion is very dangerous because it can kill: "In 1996 my neighbour
diedd of abortion. She was just 23 years old. She was a Muslim, a small trader
andd she had gone up to SSS2 with her education. She had one child already and
hadd had another child before, but that child had died. Her husband was a civil
servant.. She was pregnant and first wanted the pregnancy, but then she had a
seriouss quarrel with her husband and so to punish him, she wanted to abort it.
Herr husband wanted her to keep the pregnancy, but at two-and-a-half months
shee took some drugs at home, I do not know what exactly. Two days after takingg the pills, she complained of stomach-ache. She went for treatment to a TBA
whoo gave her some agbo. However, the medicine did not stop the pains. The
samee day that she went to the TBA, she died at home. [This young woman
seemss to have been very upset because of the quarrel with her husband, which
maybee made her make rash decisions concerning the manner of aborting. We
doo not know whether she told the TBA the cause of her stomach problems and
thuss whether the TBA was trying to treat just stomach-ache or complications
off abortion.]
Usuallyy the community women who recounted the deaths from abortion were
ratherr compassionate. Probably they were more compassionate than persons
talkingg about women aborting in general were, because they had known these
womenn personally and understood why the pregnancy was unwanted and the
womann decided to abort. Some of the women reporting these histories had had
abortionss themselves. Nevertheless, sometimes I heard disparaging remarks
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like,, 'I think the woman got what she deserved, because she was unfaithful to
herr husband'.
Alll but three of the 24 married women who died had children already. It is
alwayss surprising when married women without children decide to abort. Accordingg to the storytellers, two of these three women acted on the advice of
theirr female friends. Of these two women, one was in a cult, and thus very
muchh under the influence of her fellow cult members to conform to the rules,
noo matter what they were. The third woman reportedly always quarrelled with
herr new husband and might have either made up her mind to divorce him, and
abortedd to avoid being tied to her husband and in-laws, or as a way to punish
him,, by withholding a child from him.
Cann we identify underlying factors for married women having unsafe abortionss that increase the likelihood of their death? Figures are too small to obtain
significantt associations, but some findings may be indicative. The reasons why
thee women who died had abortions were similar to those for women withh complicationss and all abortion experiences, but relatively more of them were said to
havee gotten pregnant from an extramarital affair. One-quarter of the 24 women
whoo died became pregnant from an extramarital affair (compared to only 5% of
thee 233 abortion experiences of women who survived). Abortions by these
womenn thus resemble those of single women as far as secrecy is concerned.
Thesee women had to keep the abortion a secret from their husbands and could
nott count on their financial support for a safe abortion.. Moreover, they probablyy panicked more easily when they had complications and were even more reluctantt to ask for adequate help immediately. Compared to the women who
survivedd abortion, fewer of the 24 women who died had an abortion done by a
safee provider (only 43%), and relatively more performed self-abortion (29%) or
wentt to a chemist (19%). As far as the storytellers knew, most husbands knew
theirr wives were pregnant, that is if the pregnancy was not from an extramarital
affair,, and all but two husbands wanted to have the child. Only these two husbandss agreed with their wives that abortion was the best decision in the circumstancess as they felt they had enough children or the interval was too short.
Thee histories also indicate that the illegality of abortion hinders optimal
treatmentt of abortion complications. When the woman developed complicationss while still in the private hospital or other provider's place, the provider did
nott refer the woman to a specialist hospital. This would have exposed him or
herr as the cause of the problem, and he would risk being prosecuted. The
womann of the first history cited developed complications in the private hospital
wheree she had an abortion and died after five days. Two other women also died
att the provider's place where they had the abortion. They would have had more
off a chance of surviving if they had been treated in a specialist hospital.
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Thee dangers of taking drugs and substances at home, self prescribed or prescribedd by the chemist shop, are painfully illustrated. With these methods, the
situationn can get completely out of hand and beyond the point of being treatablee in a short period of time. Quality emergency treatment in specialist hospitalss is needed in such cases, which ordinary (non-specialist) private clinics and
traditionall healers, where most women were brought, if they were taken anywheree at all, could not provide.
Sixx of the 24 women died at home. It is worrying that it appears that three of
themm had been to a provider for help with the complications, but were sent
home.. A private hospital sent two women home, a TBA sent one woman home.
Off course we do not know the motivation of the providers for sending the
womenn back home. Perhaps they did not want to get involved in an abortion
casee or did not recognise the seriousness. The other three who died at home did
nott ask for help from any provider, but simply stayed home with their complications. .

Conclusion n
Thee findings of the present study on abortion by married women do not supportt the theory of Caldwell & Caldwell who argue that married women who
abortt have 'learned' this during the time when they were single. They state,
'Abortionss to single women have provided individual and social familiarity
withh the practice and have undoubtedly been the single most important influencee promoting marital abortions' (Caldwell & Caldwell 1994:290). Statistics
fromm the present study show that only 4% of the total of 652 interviewed
womenn who aborted had an abortion when they were single and subsequently
whenn they were married. Twenty percent of the 652 women with abortions only
hadd abortions when they were married. One percent had an abortion when they
weree married and then again when divorced, or when they were divorced and
thenn again later, when they were married. Thus 75% only had abortion(s) when
theyy were single (of whom 79% are presently married).
Iff we consider only the 289 women who reported multiple abortions, only
9%% of them had an abortion first when they were single and subsequently when
married.. Even this more conservative figure does not substantiate the Caldwells'' theory. As many as 72% of the women who had multiple abortions only
abortedd when they were single. (Of these women, 79% are presently married.)
Thee Caldwells seem to falsely assume, like many of the other demographic
researcherss on abortion, that the decision to abort an unwanted pregnancy is
madee easily and almost automatically, and that once a woman has had the expe-
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riencc,, she will most likely repeat the 'convenient' solution to a problem. They
forgett that for most women, abortion is a painful experience, physically as well
ass mentally. It is one that a woman would not like to relive.
Thee primary (but not sole) reason why married women abort pregnancies is,
directlyy or indirectly, their impoverished financial situation. Some women explicidyy stated that financial reasons were their motivation. Others offered alreadyy having enough children, or not wanting children too close together or
wantingg to pursue a career, as reasons; these often boil down to present financial
problems.. Figures from the present study cannot be conclusive, but abortion
amongg married women may well be on the increase because of increasing economicc austerity. Likewise, the prevailing economic crisis at national and individuall levels makes more women and couples motivated to use contraceptives
too limit their family size. Makinwa-Adebusoye & Feyisetan (1994:82), when
interpretingg the DHS figures for 1990, showed that the total fertility rate for
Southwestt Nigeria decreased from 6.25 in the 1981/2 DHS to 5.46 in 1990. In
1973,, when Caldwell (1976:75) conducted his research on Yoruba fertility and
thee household economy, he found that Yoruba did not see an additional child
ass a burden. At that time 100 naira was still equal to 50 pounds sterling, while at
thee time of the present research, about 25 years later, 100 naira was not even
equivalentt to one pound sterling, and the purchasing power of the naira was
muchh less than before.
Additionally,, a lack of finances was often the main reason for married
womenn having unsafe abortions. This worked at two levels: indirectly because
off the delay while women gathered money for the abortion, and directly becausee they had to settle for cheaper providers. They either opted for cheap privatee hospitals or abortionists other than private hospitals. Some women in my
networkk of Nigerian friends and family, of middle and higher income, also had
abortions.. Reasons for their unwanted pregnancies were usually extramarital affairss or career opportunities. All of them had abortions in good private hospitals
andd paid up to 3,000 naira to a gynaecologist; none of them had complications.
Analysingg the abortion experiences of married women makes one understandd their unstable 'outsider' position in the patrilineage of their husbands,
whichh may 'push' them into having an abortion because of financial problems,
tensionss in polygynous marriages or out of fear of exposure of having broken
societall norms (i.e. the postpartum taboo on sex). Though the husband and his
familyy own the products of the wife's reproduction, she is largely responsible,
financiallyy and practically, for the upbringing of the children that she produces
forr the patrilineage. In towns more than the countryside, more couples live
withh their nuclear family and not with or even near to the extended family as
wass once customary. The result is that there is often no caretaker available at
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home,, unless one is employed. Both the physical care-taking and the financial
burdenn of an additional child will weigh more heavily on the wife than on her
husband,, and therefore a pregnancy is more often unwanted by the wife than by
thee husband. Besides the practical and financial problems of raising additional
children,, which are often more problematic in a polygynous marriage where
moree women have to share the husband's income, there are the intrinsic tensionss in polygynous marriages which may push women into abortion. Tensions
betweenn husbands and wives often arise from the tensions between co-wives.
Abortionn by some women was described as a wife's way to rebel against her ambivalentt position: She 'punishes' her husband by withholding another member
fromm his patrilineage.
Inn many spheres of life, Yoruba women are used to act independently from
theirr husbands; they likewise act independently in their decisions concerning
abortion.. A considerable number of married women made coping decisions
aboutt what to do with an unwanted pregnancy on their own, either because
theyy wanted to keep the pregnancy a secret from their husbands and their familiess or their husbands were indifferent about what they decided to do. Some
husbandss did not agree with abortion, and although they could not prevent
theirr wives from aborting, they just let them take care of it on their own.
Amongg the married women, those who aborted without their husband knowing,, and especially those who gotten pregnant from an extramarital affair, were
thee most vulnerable, because often they had less money available and because
theyy had to keep the abortion and the possible complications as secret as possible.. The situation of these women can be compared to that of most single
women;; they are the most at risk, as the histories of abortion deaths showed.
Afterr having presented all the misery that married and single women face when
makingg the difficult decisions to abort: scraping money together to pay for the
abortion,, resorting to unsafe abortion methods, coping with complications,
endingg up infertile or dying, one important question remains. Why did they
nott prevent the unwanted pregnancy in the first place? Prevention of pregnancy
seemss like such an easy solution to the problem. Obviously, the women who recountedd their abortion experiences cannot prevent what has already happened,
butt other women could. Women who survived their abortion could prevent the
situationn in which another one could happen. The next chapter deals with the
opinionss and the practice of prevention of unwanted pregnancy, by way of abstinencee and use of contraception. It will show that the solution of prevention is
nott as simple as it seems.

CHAPTERR 7

PREVENTINGG UNWANTED PREGNANCY

Thee abortion experiences presented in Chapters 5 and 6 revealed that most
womenn do not consider abortion as a preferred form of birth control, but rather
ass an emergency method to solve the problem of having an unwanted pregnancy.. While reading these experiences, readers must often have asked themselves,, 'Why did these women not use contraception if they did not want to get
pregnantt and fear abortion?' or 'Why did they use such ineffective methods of
contraception?'' In the conclusion of this chapter, I will explore the following
fivefive 'hypotheses' that could shed light on these questions:
1.1. Contraceptive services and devices are not available;
2.2. Sociocultural norms deter women from using contraception;
3.. Contraceptive services that are available are not accessible or acceptable;
4.4. Women do not know (enough) about modern contraception;
5.. Contraceptive failure is high, because methods used are not effective or
wronglyy applied.
SourcesSources of information
Thee quantitative information mainly originates from the semi-structured interviewss with women in the ANC survey, the community survey, the infertility
surveyy and interviews with women who had an abortion in which women reportedd on their experiences with unwanted pregnancies and their current
and/orr past contraceptive use. Qualitative data was mainly provided by focus
groupp discussions with community groups, in-depth interviews with 41 women
whoo came to the hospital with complications of abortion, stories on abortion
writtenn by secondary school students, exploratory interviews and group sessionss with secondary school students, traditional midwives and biomedical
healthh staff. This qualitative information concerns traditional and present-day
ruless for childbearing, motivations for use or non-use of specific contraceptives,, knowledge and opinions on contraception and views on premarital sexuall activity (Table 7.1).
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Tablee 7 . 1 .

Study populations and sample size for Chapter 7: Preventing unwanted pregnancy

studystudy populations

sample size

Womenn in the community survey

6 5 2 * ; 283 in Lagos, 369 in Epe

Womenn in the ANC survey

367; 179 In Lagos, 188 in Epe

Womenn in the infertility survey

69; 36 in Lagos, 33 in Epe

Womenn with abortion experience(s)

652*; with 1073 abortion experiences, 823 o f single
women,, 233 o f married, 17 o f divorced/widowed

Womenn with complications from abortion

41

Elderlyy women, women, men, boys and girls

5 focus group discussions with each adult group,

inn the community

7 with each youth group

Secondaryy school youth

7 group discussions, 106 written stories

Biomedicall service providers

2 group discussions, 46 self-administered
questionnaires s

Traditionall birth attendants

42 in-depth interviews, 6 group discussions

*ltt is a coincidence that the numbers are equal (see Table 2.4)

PrevalencePrevalence of unwanted pregnancy
Experiencee with unwanted pregnancy was common among women involved in
thiss study.' More than two-fifths of the women (45%) in the community survey
andd ANC survey said they had one or more unwanted pregnancies in their lives;
off all pregnancies the women in the two surveys reported to have had, one-fifth
wass unwanted (Table 7.2).
Tablee 7.2.

Experience with unwanted pregnancy o f women in the ANC and community
surveyy (combined), by location

studystudy population /location

unwanted pregnancy

N

women women
Epee

31%

509

Lagoss

62%

410

AllAll

4S%

919

prepwncies prepwncies
Epee

12%

1745

Lagoss

29%

1383

AllAll

20%

3128

Twicee as many women in Lagos (urban) as in Epe (rural) reported having experiencedd unwanted pregnancies. This difference becomes even more pronouncedd when considering the total number of unwanted pregnancies reported
byy the women in the surveys; two-and-a half times as many pregnancies were
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unwantedd in Lagos than in Epe. The differences are not surprising. Girls in rurall areas marry earlier than those in urban areas do, and are therefore not so
muchh exposed to the risks of getting pregnant (without wanting to) before marriage.11 Moreover, married women in rural areas are less used to questioning the
desirabilityy of a new pregnancy, as women in towns do, and sooner accept it. In
addition,, these figures could indicate that women in Epe prevent unwanted
pregnanciess by using effective contraception. The validity of this supposition
willl be explored later in this chapter.
Thee majority of unwanted pregnancies occurred among single women. Of
thee total of 619 unwanted pregnancies recorded in the ANC and community
surveys,, only 31% were reported by married women, while 69% were reported
byy single women. When separating the single women according to schooling
status,, secondary schoolgirls emerge as the group most vulnerable to unwanted
pregnancies;; with 34% of the unwanted pregnancies, these schoolgirls represent
aa large proportion of all unwanted pregnancies of single women.'
AA high prevalence of unwanted pregnancy is an indication of non-use of
contraception,, incorrect use of it or use of ineffective contraception.
DefinitionDefinition of contraception
Thee definition of 'contraception' for this anthropological study encompassed
moree than is usual in demographic surveys and other studies on contraception.
Thee latter mainly consider modern contraceptives and sometimes include naturall or traditional methods such as withdrawal and periodic abstinence. In contrast,, our definition of contraceptives included 'all methods and measures
whichh sexually active women and men report using before or after intercourse,
whichh are intended to prevent pregnancies'. Thus, for this study, the intention
off the method is more important than the effectiveness and post-coital contraceptivee methods are included.4 By this definition, premarital abstinence by a
girll or young woman who is still a virgin did not fall within the study definition
off contraception, while postpartum abstinence did. Within this broad definition,, women reported a large variety of methods and measures they used to preventt pregnancy, which I classified into five functional categories, according to
theirr (biomedical) effectiveness, possible danger to health and involvement of a
servicee provider (Table 7.3).
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Categorisation o f contraceptive methods used in the present study

contraceptivecontraceptive methods
contraceptivecontraceptive category

comments comments

Mostt o f them are effective when
Modernn (biomedical) Orall contraceptive pills (OCP),
methodss indicated for intra-uterinee contraceptive device correctlyy used, with various
(IUCD),, injectables, condom, tubal side-effects.. Some are provider
contraception n
ligation,, spermicides, diaphragm, dependentt and others can be
boughtt without prescription.
Postinor(ann emergency
contraceptivee pill)
Naturall methods

Periodicc abstinence ('safe period' Thesee may not be very effective,
butt do not have adverse
or'rhythmm method'),
side-effects.. No provider is needed
breast-feeding,, postpartum
(thoughh sometimes the provider
abstinence,, withdrawal
explainedd the method).

Traditionall methods

Thee effectiveness is not
OrukaOruka (ring), aseje (concoction),
igfradiigfradi (waistband), ileke (beadsscientificallyy proven; they have few
knownn health risks. They are
aroundd the waist), agbo (herbal
providedd byTBAs, traditional
drink) )
healerss and herbalists.

Modernn drugs that are Menstrogen, Andrew's Liver Salt,
Alabukun,, Apion and Steel,
nott indicated as
Ampiclox,, Ampicillin, Tetracycline,
contraceptivee and
Codeinee and potash (the most
substances s
common) )
Homee methods

Drinkingg o f salt water, lime,
Schweppes,, Krest bitter lemon, or
gin;; vaginal douching with any
substance;; urinating immediately
afterr intercourse

Thesee methods are ineffective
and/orr dangerous because o f
adversee side-effects. They can be
boughtt without a doctor's
prescription. .
Theyy are rather ineffective, with
littlee adverse side-effects, unless
usedd in excessive dosage. No
providerr is needed.

Contraceptivee services

Contraceptivee devices are widely obtainable from several outlets, and are especiallyy available in urban areas. Public hospitals and health centres usually have
separatee family planning (FP) clinics that provide information, counselling and
(modern)) devices including oral contraceptive pills (OCP), IUCDs, injectable
contraceptives,, condoms and spermicides; some also may offer sterilisation services.. The suppliers for public FP clinics are the Federal and State Ministries of
Healthh who receive FP products for free or buy them from international organisations,, such as UNFPA and the International Planned Parenthood Federation
(IPPF),, at a reduced price. Non-governmental organisations (NGO) such as the
Plannedd Parenthood Federation of Nigeria (PPFN) do run FP clinics in which all
services,, including counselling, are available.
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InIn addition to the many public clinics, there are many sources of contraceptivee products in the private sector. Private hospitals do not have special FP clinics,, but some may provide contraceptive methods. Pharmacies, chemist shops
andd drugs peddlers also provide modern contraceptive methods, but without
givingg their clients much counselling or information about them. These providerss may also sell patent medicines as contraceptives that are not meant (indicated)) for contraception but may work as such (see Table 7.3). Non-public institutionss buy their supply through the wholesale market. A program that
promotess the active social marketing of contraceptives is run by a Nigerian
NGO,, the Society for Family Health (SFH), which distributes condoms and
otherr modern contraceptives to warehouses throughout Nigeria.5 From there,
thesee products reach wholesalers, pharmacies, chemist shops, patent medicine
storess and private FP clinics. In addition to SFH, many private traders import
contraceptivess from all over the world.
Pricess of modern contraceptives can vary, and usually depend on where one
buyss the methods. The prices of the same product at public FP clinics are usuallyy the cheapest, chemist shops and drugs peddlers are more expensive, and
privatee clinics and pharmacies are the most expensive. In 1997, the time of the
presentt study, the cheapest condoms in a 4-pack were 10 naira (about 0.10 US
dollars).. The cheapest cycle of OCP cost as little as 5 naira in public FP clinics,
whilee a new client in a public clinic had to pay 30 naira for the booking card,
examinationn and one cycle of pills. An IUCD insertion pack (including the
IUCD,, anti-bacterial soap, gloves and swabs cost 100 naira, injectables 60 naira,
andd a 'sterilisation pack' (for tubal ligation) 1,500 naira.
Whereass modern contraceptives are widely available and likewise affordable
forr most people, they are not easily accessible to all, especially to girls and young
singlee women. The policy, although unofficial, in public FP clinics is to not providee contraceptives to girls in school uniforms and girls obviously still in school,
unlesss they are with their mother. The FP co-ordinator of Lagos Island LGA (one
off the study locations) explained, 'It would be really telling them that you agree
withh them having intercourse and being promiscuous when you supply them
withh contraception'. I explained earlier in this book that there is generally very
littlee communication on sexuality between Yoruba parents and their children,
soo not many girls would involve their mother if they wanted to use contraception.. The 1996-1998 records of the LIMH FP clinic (one of the locations for the
presentt study) illustrate that girls and young women do not get contraceptives
fromm public clinics. These figures indicate that just 2% of the women for whom
theyy provided contraception were below 20 years of age and just 10% were
betweenn 20 and 24 years of age. It was therefore no surprise to find that nearly
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alll the single women in the community survey who were using modern contraceptivess reported they had bought them from the chemist shop.
Forr one reason or another, public FP services do not seem to be accessible to
marriedd women either. Figures from the present study on the use of contraceptivee providers illustrate that public FP clinics play a minor role in provision of
orall contraceptive pills (OCP) and condoms, and not only to single women, but
too married women as well. Most of the women interviewed for the community
surveyy who used OCP bought these pills in a chemist's shop, where they can be
boughtt over the counter. The same applies to condoms. Women usually go to a
publicc FP clinic only for IUCD and injectables, because these methods require
medicall examination and trained personnel to administer them. This corroboratess with Lacey et al.'s national Nigerian study in 1991-2 (1997:165) in which
theyy found the same trend. Very few women in the present study bought contraceptivess from private clinics, probably because these private clinics rarely
providee contraceptive services. Private practitioners explained that providing FP
iss not a profitable business. There was one exception, a private clinic in Epe where
manyy women, even schoolgirls, got injectable contraceptives. Clearly the owner r
off this clinic saw profit to be made in this business that obviously met a need.
TraditionalTraditional contraceptives
Traditionall healers, including traditional birth attendants (TBAs) and herbalists,, provide women and men with several traditional contraceptive methods,
somee to be used before, and others after, intercourse. 'Traditional methods'
mayy not be traditional in the sense that they were often used in former days.
Traditionall healers have adjusted to the trend of family planning, by re-labellingg methods they formerly used mainly ïoxjuju to cause infertility and miscarriage,, as contraceptive.7 TBAs explained that most methods are to be used by the
woman,, but some by the couple. There are no standard traditional contraceptives;; each TBA has his or her own concoctions, formulas and incantations.
Theree are, however, different types of contraceptives that are explained in this
section,, beginning with the most commonly used.
OrukaOruka is a charmed ring usually made of copper, which a woman wears
aroundd her finger. Some TBAs advise their clients to always wear it, except when
theyy are menstruating, because the menstruation blood will spoil the 'medicine'
off the ring and it will lose its potency. Other TBAs said their oruka should be put
onn before intercourse and removed after intercourse. Many rings for contraceptionn have taboos attached, and these taboos differ by TBA. When using the
oruka,oruka, the TBA may tell the woman she is not allowed to eat certain foods or
drinkk certain drinks, not to share an egg with someone, not to touch a corpse or
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thatt the ring should not touch the ground. If the taboo is violated, the ring will
losee its potency and the woman may get pregnant. TBAs in Lagos said there are
twoo different types of oruka: oruka baaba, brownish-red in colour, and oruka
onirin,onirin, silver-colour. There is no difference between them, apart from their colour.. Some women do not like the silver type because people associate it with
charm,, unlike the brownish red type. Some women, especially Christian
women,, even prefer to have other rings such as wedding rings and fashion rings
bee prepared as oruka.
AsejeAseje is a cooked soup prepared with a variety of ingredients over which incantationss are recited. Common ingredients are papaya and tortoise. Only a
feww aseje have a taboo attached to them; with some aseje a woman is not to eat
certainn foods, or not to touch a dead body.9 Most asejf contraceptives are said to
bee effective in the long-term. They can be reversed with another asejf, the recipe
forr which only the TBA who provided the first one knows. That is why using
asejeaseje as a contraceptive is considered dangerous. If something happens to the
TBAA who knows the reverse aseje, the woman will not be able to conceive for the
restt of her life. In Epe, some of the TBAs said they only prepare aseje for women
whoo want to stop childbearing for good,, and only with the consent of their husband.. Some also let their assistant know the secret of how to reverse it, in case
theyy die and the client wants too reverse it. The TBAs in Lagos said they have aseje
thatt are effective for different periods of time, e.g. one month, two months,
ninee months, but they also have aseje that are permanent.
GbereGbere are scarification marks made on the body with a knife or razorblade.
Thee TBA puts medicine into the open cuts and recites incantations. The gbere
forr contraception are usually made at the back of the woman's knee, thigh or
lowerr abdomen. The method is reversible.
IgbadiIgbadi is a charmed waistband or armband that a woman wears. Some must
bee permanently worn while others must be removed during menstruation.
Somee TBAs give igbadi that have a taboo associated with them. Those mentionedd include that the igbadi must not touch the ground or that the woman
wearingg it should not eat crab or share an egg.
AgboAgbo is a medicinal cold 'tea', made by soaking and boiling of certain herbs,
leaves,, and roots. Some of the TBAs said they instruct the woman to drink the
agboagbo before intercourse, some after intercourse. As soon as she stops drinking it,
shee will be able to become pregnant. The seeds from the wurapa tree can be
swallowedd by the woman and is believed to prevent pregnancy for up to five
years.. Some less mentioned traditional methods of contraception were ebu, a
powderr that should be licked or put in pap, ileke, beads worn around the waist,
aiasoke,aiasoke, a charm to be hung in the room and olose, black soap with medicin
whichh should be used twice monthly unfailingly.
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TBAss are reluctant to provide schoolgirls with contraceptives, unless the girls
comee with their mother. In interviews they said that these girls are supposed to
concentratee on their studies. However, they were slightly more willing to supplyy contraceptives to girls in post-secondary education, despite their single status,, because these girls are more mature and know what is good and bad for
themm better than secondary schoolgirls do. TBAs considered only specific contraceptivess appropriate for single women, such as oruka or igbadi, because these
wouldd not impair their future fertility. Some other traditional methods, such as
asejeaseje or swallowing the seed of the wurapa tree, have a long period of effectivenesss of at least two or three years, and are only deemed appropriate for women
whoo already have many children

Ideall childbearing
Traditionall rules about child bearing are still influential, as FGD participants
explained.. Most Yoruba still disapprove of premarital pregnancy and illegitimatee children, with only a few exceptions.10 Yoruba gossip focuses on childless
womenn as well as on women who have their children too close together. Only
thee traditional rules about having as many children as possible until menopause
iss changing somewhat, due mainly to the pressure of economic problems.
Marriagess are contracted in order to produce children and childless marriagess are considered useless. Delay of pregnancy leads to the suspicion that
theree is something wrong with the woman. According to traditional Yoruba
custom,, women should start bearing children as soon as possible after marriage.
Thee best age for a woman to marry and start having children was cited as betweenn 20 and 25 years old, according to the older participants in FGDs. They
saidd that by this time, women's bodies would be strong enough to carry the
strainn of pregnancy and delivery, and complications resulting from a narrow
pelviss or immature womb would arise less frequendy. At this age, women were
alsoo considered mentally ready to meet the responsibilities of parenthood. The
youngerr women in FGDs added another reason for the appropriateness of this
age:: Women would have completed their education or apprenticeship and
probablyy would have secured regular income from a job or have set up a profitablee business of their own.
Anotherr traditional rule of childbearing is to have sufficiënt time between
successivee births. According to all older women and the majority of the younger
womenn in the FGDs, the ideal interval between children was three years (as is
commonn in other sub-Saharan societies). This period would give ample time to
thee mother to recuperate physically and mentally after delivery before becom-
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ingg pregnant again. The child would have been well breast-fed, and would thus
bee stronger. It was feared that a new baby would not only take the breast milk
fromm the preceding child, but also take up the mother's necessary care and attention.. Participants also pointed to the practical advantages of a three-year interval.. The first child would be less dependent on the mother and would even be
ablee to run little errands for her when she was nursing the next child. An interval
betweenn children of more than three years was considered disadvantageous becausee it might lead to disease of the mother and infertility as a consequence of
ethnicallyy acknowledged gynaecological problems like aranginifa (worm in the
uterus)) and iju (fibroid in the uterus). Such problems do not have time to
developp when a woman has children with shorter intervals (see Chapter 8).
Traditionally,, childbearing should not be stopped intentionally, but should
onlyy end naturally when a woman approaches menopause. Older women in the
FGDss gave various reasons why ceasing to bear children would be unhealthy. It
wouldd be waste of blood for a woman to be menstruating every month without
gettingg pregnant. This condition could lead to illness, because the blood that is
wastedd is not 'converted' to children." In addition to health reasons, they felt it
wass wrong to stop because women would not finish all the children 'designated'
too them by God and therefore interfere with fate. Yoruba believe in predestination,, and one never knows what great future a child whose birth was prevented
mightt have had.
Yorubaa still value having many children, but more women and their husbandss nowadays want to decide on the number of children for themselves, and
nott leave it to nature and God. Most FGDs participants said they preferred to
limitt the number of children to between four and six. In this way, the parents
couldd afford to give their children a better education and care. In addition to
economicc reasons, participants pointed out that by limiting the number of children,, the mother's health would be enhanced, as the woman would be able to
properlyy 'rest' her womb. After the sixth child, it is now considered risky to bear
anotherr one. Some older women, however, said that these days, women are not
ableable to bear many children, unlike in their own childbearing days when women
weree strong. All participants agreed that couples should not have less than four
children,, because one never knows how many children will survive to bury the
parents. .
Thee groups were divided in their opinions about women who are already a
grandmotherr bearing children. A few younger women and all of the older
womenn did not see anything wrong with a grandmother who continued to bear
children,, whereas some men and most of the younger women in the FGDs were
off the opposite opinion. According to the older women, in the past it was not
frownedd upon, unlike now, when it is considered shameful and people gossip
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aboutt and even abuse the pregnant grandmother. They attributed the reason
forr this change to the economic situation of the country. Many women are
pushedd harder to finance the family and there is less cheap childcare because
coupless do not live in extended families in towns. Men and younger women
saidd that it is traditionally one of the grandmother's primary duties to take care of
herr grandchildren and thus she should stop bearing children herself.12 A 40-yearoldd female schoolteacher commented, 'People would abuse her and say that she
wantss to have the children which her own children are supposed to have'.
Boxx 7.1. Grandmother pregnancy
II came across the view that grandmothers should not bear children early in the research,, in an exploratory interview with Shade, a 26-year-old married woman with
twoo children, who told me: "It is not good when a woman conceives when her own
childrenn have children or are married. Still it happens quite often. My own mother
alsoo got a child when I already had two children. I did not like it at all when I heard
shee was pregnant, because all her attention would be going to her new baby. I had
wantedd my mother to abort the child, but the people in the church advised my
motherr not to abort. In fact, this is the reason that I do not see my mother often." At
thatt time I did not ask Shade to explain more about why she was so against her
mother,, who was in her early forties, having a baby. I was just surprised about her
reaction,, and was on thee side of her mother who was still young enough to have childrenn if she wanted to. I would nowexplain Shade's attitude in two ways. She felt embarrassedd about her mother's baby, as it was a sign of an active sex life, something
childrenn do not like to associate with their parents. Secondly she feared her mother
wouldd not have time to take care of her grandchildren anymore as she was used to,
andd this would affect her (Shade's) freedom to do business.
Concerningg the age a man should stop procreating, the majority of both male
andd female participants in the FGDs were of the opinion that there is no age
limit.. A man can go on having children as long as he is healthy and virile, irrespectivee of his age. However, some men and women stated that a man should
stopp having children when he is 50 or 60, either for economic reasons or to protectt his health. They believed that prolonged sexual intercourse would weaken a
mann and shorten his life.

Dominantt rules about abstinence
Premaritall abstinence is an ideal that still prevails in Yoruba society. However,
alll FGD participants believed that premarital sexual relationships are common
nowadays.. T h e frequency of such relationships could not be indicated, because
girlss know that society disapproves of such relationships and therefore keep
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themm secret. Although they know many youth are involved, parents usually believee their own children are exceptional; their own daughters would not break
thee taboo on premarital sex.
FGDD participants identified several societal factors that could be responsible
forr the increased frequency of premarital sex. They believed that many parents
aree so busy making ends meet that they have no time to properly educate their
children;; these children go astray at the slightest opportunity. The poor economyy also makes some families unable to send their daughters to school. They
thenn engage in other activities, including attaching themselves to men of means.
Thesee days, the market is flooded with flashy items like watches, earrings,
bracelets,, trendy clothes and shoes; girls get carried away when men use these to
enticee them. Girls may also be under influence of peers who encourage them to
engagee in 'bad' behaviour. Older women in FGDs believed that the attitude of
girlss nowadays has also changed. They think that some girls are simply lazy and
doo not want to work or study. Instead, they hope that when they get pregnant,
thee father of the baby will marry them and take care of them. Girls also mature
earlierr than before, and they are therefore also attracted to men at an earlier age.
Alll groups of FGD participants, women, men, boys and girls, said they condemnedd premarital sexual relationships. From adults, this attitude would be expected,, but it was surprising to hear this opinion from youths, both boys and
girls,, who are nonetheless often involved in such relationships. The most seriouslyy denounced premarital relationships are those involving secondary schoolgirlss and girls still being educated otherwise. These girls were supposed to solely
concentratee on their studies and to not jeopardise the financial investment that
theirr parents had made in their education by getting pregnant. Only one group
off boys did not blame these schoolgirls for having sexual relationships. They
saidd it is just natural at that age to have a desire to move around with the oppositee sex, especially when girls live in 'unnatural* circumstances most of the year,
e.g.. isolated in boarding schools. During school holidays they enjoy the freedomm to interact with boys. The boys perceived the problem to be that these girls
andd their partners do not know how to use modern contraception and thus get
pregnant. .
Concerningg postpartum abstinence (PPA), a married woman traditionally
hadd to observe a period of two years, to achieve the ideal interval between successivee births (see also Mann 1994:173-4; Orubuloye et al. 1993:863-4). FGD participantss explained that in addition to the wish for spacing, PPA was observed
becausee sexual intercourse during breast-feeding would pollute the breast milk
andd thus harm the baby's health. The baby will be sick, have diarrhoea and can
evenn die, especially when the baby is very young, because the sperm mixes with
thee breast milk (see also Adeokun 1983:132)." Some FGD participants mentioned
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thatt using a condom during intercourse, during the time a woman is breastfeeding,, could prevent contamination of the breast milk.
Practisingg postpartum abstinence was reportedly easier in the past. In
polygynouss marriages, which used to be more common, men would not have to
'bother'' their wives who had just delivered. The older women in the FGDs said
thatt if women who recendy delivered did not have co-wives, they used to even
encouragee their husbands to have affairs outside of the marriage, because they
wantedd to focus their attention on their baby. Some breast-feeding women used
too encourage their husband to marry another woman, and some even went to
thee extent of matchmaking for their husbands. Women were not supposed to
refusee sex with their husbands and if they tried to, forceful sex and beating were
nott uncommon, according to the older women. Most of the older women said
theree were no other methods of contraception in the olden days apart from
abstinence.. They said the use of oruka, agbo and other 'traditional' contraceptionn are recent methods developed by 'modern' traditional healers and TBAs
thatt imitate modern contraception, which corroborates with the TBAs explanationn earlier in this chapter.
Despitee the conviction that an interval of three years between successive
birthss is healthy for mother and child, all participants in the FGDs believed that
womenn nowadays do not to follow the traditional manner of child spacing by
twoo years of postpartum abstinence. They unanimously agreed that the changingg society makes it difficult to do so; the monogamous (single-wife) family is
onn the increase, which makes it hard for women to abstain for two years. They
mayy still practise PPA, but for a shorter period of time, from six weeks to three
months,, sometimes extended to one year. Young married women said they dislikedd adhering to a PPA of two years because their husbands would be more or
lesss 'forced' to have extramarital affairs or to marry another woman. Moreover,
theyy pointed to the risks of getting a sexually transmitted infection (STl) if their
husbandss had extramarital affairs.

Perceptionss of modern contraceptives
Withh the reality of increasing incidence of premarital sex and dwindling
postpartumm abstinence, the only way to adhere to the traditional rules for child
spacingg and the prohibition of premarital pregnancy is the use of effective contraception.. Therefore, the present study explored the opinions of community
groupss in FGDs and of women in individual interviews about the uses of modernn contraceptive methods, both in general and as used by specific groups of
women. .

228 8

GeneralGeneral

SECRETT STRATEGIES

perceptions

Generally,, participants were negative or ambivalent about modern contraceptives.. Modern contraceptives may be effective, but they may also impair future
fertility,, have side-effects and be unreliable. Interviewed women 14 and FGD participantss were aware of modern contraceptive methods including condoms,
OCP,, IUCD and injectables, but believed that particularly OCP, IUCD and
injectabless may have many adverse effects. O f these side-effects, the most seriouss is infertility. T h e high value that Yoruba place on having of children and
thee stigma of infertility make it no surprise that anything that could possibly interferee with fertility is suspect. Other side-effects mentioned included excessive
bleeding,, menstruation twice a month and losing or gaining weight. W i t h the
IUCD,, damage to the womb was also mentioned. In addition to their sideeffects,, participants doubted the reliability of modern contraceptives; all knew
womenn who had experienced failure of their contraceptives. They reported storiess about babies being born with contraceptive pills or an IUCD in their hand.
Biomedicall staff involved in the present study confirmed this; they too believed
inn such stories. These stories both bring about and justify opinions about the
ineffectivenesss and side-effects of modern contraception, and discourage women
fromm using modern contraception. A 42 year-old Christian woman in Lagos
toldd us about her experience with unreliable modern contraceptives during an
exploratoryy interview. She is a small trader with some primary education and
hass nine children.
Whenn I was young I didn't use any contraception. But when I had my seventh
childd I decided to go for family planning. My husband is a military man and he
didd not want to hear about it. So I went on my own. When I first went for coil
[IUCD],, for about four months nothing happened, but into my ninth month I
startedd feeling somehow. When I went to the hospital to complain, I was told
thatt I was pregnant. I can't abortt it again, so I had the baby, which was a girl, in
1990.1990. Then, when the child was two months I went back and started taking injectionss for about six months and got pregnant again. So when I had the child,
whoo was my ninth child, I decided not to use anything again and my husband
iss the one who uses condoms now.
T h ee few interviewed women who were more enthusiastic about modern contraceptivess acknowledged that they could have side-effects, but that it dependedd on the 'the body' or 'the body system' of individual users whether they
wouldd have problems or not. They also mentioned that pills are only good for
womenn who are not forgetful.
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FGDD participants did not report adverse side-effects of condoms, but doubted
condomm reliability for the prevention of pregnancy. They believed that men
andd women do not like to use condoms because it reduces sexual pleasure and
theyy are cumbersome to use. Some female participants were apprehensive about
condomss because they had to rely on men to protect themselves against pregnancy.. They suspected some men of recycling condoms, which makes them less
effective,, and others of piercing condoms intentionally. Women in the surveys
weree somewhat more positive about condoms, which supposedly do not have
soo many side-effects and have the added advantage that they protect against sexuallyy transmitted infections.
Tuball ligation and vasectomy are not acceptable to Yoruba for a variety of
reasons.. Yoruba fear that a sterilised man or woman will be infertile when they
aree reincarnated, which is a terrible prospect. Secondly, Yoruba do not want to
permanentlyy impair their fertility, even if they have completed their family.
Thiss would be tempting fate. Human beings can never foresee whether their
childrenn will survive them. As was explained before, for parents one of the main
valuess of children is to have offspring to bury them. Their children will rememberr them and continue the lineage, so that the parents can go to an afterlife and
progresss in the realm of worshipped ancestors. Some participants considered
sterilisationn as going against God's work, 'It looks like telling God he did not
createe well'. Also, given the high value placed on fertility, some women told me
thatt knowing that a woman is infertile would make her less attractive to men
andd give her less respect in his patrilineage (see also Pearce 1995:200). The
unacceptabilityy of sterilisation for Yoruba was proved during the seminar held
withh biomedical staff in Epe, as a part of the present study. When we presented
thee figures on contraceptive use in the surveys, the staff could hardly believe
thatt we found one woman who had tubal ligation and wondered about what
typee of woman this could be.
Thatt particular woman was a 40 year-old petty trader in Epe, married with
fivefive children. She had never used any contraception before tubal ligation. Her
lastt pregnancy was four years ago and ended in a miscarriage. 'I got tired of
pregnancyy after I had the miscarriage, so I consulted my doctor. He is a gynaecologistt in a private hospital. He explained all the available methods to me and I
chosee the permanent one. This is four years ago and I am very happy I did it'.
Thee fact that her husband had recently married a second wife might have contributedd to her decision to use a permanent method.. She may have thought that
thiss woman would now take over the childbearing for the family.
Inn the interviews with women, some admitted that they had just heard rumourss about modern contraceptives, but did not know which methods caused
whichh problems. Because of the rumours they were not interested to learn more
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aboutt the modern methods. Some women reported that they did not know
anythingg about modern contraception. It was striking that the opinions about
modernn contraceptives among women interviewed in the ANC clinic of the generall hospital in Epe were relatively more positive than they were elsewhere. This
mayy be explained by the fact that the women coming for ANC services in Epe are
alwayss given a health education class by the staff of the FP clinic that is nextdoorr to the ANC clinic, and thus may have more detailed knowledge about
modernn contraceptives.
OpinionsOpinions about use by specific groups of women
Mostt adults in the FGDs were against premarital contraceptive use. They argued
thatt single women simply do not need it because they should not have sexual relationships.. Even if girls have sexual relationships, adults discourage the use of
modernn contraceptives because these could cause infertility and would promote
promiscuity.. Girls who use contraceptives are called prostitutes and public
dogs.. Only a few adults said that if girls cannot abstain from sex, it would be
betterr to use contraception to prevent unwanted pregnancy than to risk getting
pregnant.. However, they warned against OCP for young girls because of the risk
off infertility. One adult group said that students should rather use oruka
(charmedd ring provided by traditional healer), because that method is effective
andd does not have side-effects.
Youthh in FGDs and secondary students who participated in the group-work
sessionss were more ambivalent about contraception for girls and in particular
forr students. They did not condemn it outright, as the adults did. They were realisticc and admitted that premarital sex happens, although they still did not
thinkk it was proper. On one hand, the use of contraception by schoolgirls
wouldd mean that these girls violated the rule of premarital abstinence, but on
thee other hand, they would prevent a pregnancy that would be 'proof that they
hadd transgressed the rule. The knowledge that youths had about contraceptives
provedd to be highly variable. They mentioned a wide variety of pre- and postcoitall contraceptive methods used by single women and their partners; most
weree not modern methods. Condoms were at the top of the list of methods that
schoolgirlss and boys knew. OCP only came in eighth place, after other methods
nott scientifically indicated as contraceptive. These included Schweppes bitter
lemonn drink, Menstrogen (menstrual regulation drug), potash, Alabukun (an
analgesic),, drinking lime and drinking local gin. According to them, most of
thesee methods are indeed effective and have the advantage that they do not have
adversee side-effects, like the modern methods have. The most serious side-effect
mentionedd was that OCP, IUCD and injectables may 'destroy the womb'.
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Menn and women involved in die FGDs were ambivalent about married
womenn using contraception; they saw advantages and disadvantages. In three of
thee five male FGD groups, participants said that they allow (or would allow)
theirr wives to use contraceptives, whereas in the other two they said they would
neverr agree to it. Most of the men in favour of contraception mentioned that
theyy left it to the experts, either ethnomedical or biomedical, to decide on what
typee to use, but some said that they would decide for themselves because they
havee to stay in control. T h e main reason given why a married woman should
notnot use contraceptives implied a fear of reduced male control over the sexuality
andd womb of his wife: Contraceptive use would help to facilitate wives to have
extramaritall affairs, because they would not run the risk of exposure by getting
pregnant.. Moreover, the wives could decide on the number of children to have,
whilee this is traditionally the decision of the man. A second reason to not use
contraceptivess was the fear that they impair future fertility. Thus, only women
withh a complete family could use them.
Somee participants saw advantages of modern contraception in spacing
children,, especially for very fertile women, so long as they did not experience
side-effects.. T h e opinions about using contraception to stop cfnldbearing variedd according to whether participants agreed that interfering with nature and
God'ss wish was acceptable or not. Those who had said that couples should
limitt the number of children generally were in favour of modern contraception;; for women w h o had enough children the risk of (secondary) infertility
wass not important. However, interfering with natural fertility might not only
havee moral objections, but could also be detrimental to a woman's health,
whichh was a third reason for being negative about modern contraceptives, as
ann older woman in a FGD explained:
Theree was a woman who had 11 children. After having those children, she
startedd using one of the family planning methods at the request of her husband.. Then she became sick. One day, when she was almost dying, she called
somee of her children who were already graduates and told them that if she
shouldd die, they should hold their father responsible for it. She later gave her
reasonss for making this statement; it [her near-death experience] was due to
thee contraceptive she used. When it was reversed, the woman got pregnant
andd gave birth to her 12th child. It was believed that the baby was struggling to
comee to life. That was why he made her be sick. Now that the woman has deliveredd the baby, she is as energetic as before.
T oo summarise community opinions, Yoruba are rather negative about the use
off modern contraceptives. Some doubt beforehand whether human beings
shouldd routinely interfere with their destiny, i.e. God's intentions for a woman's
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fecundity.. Furthermore, Yoruba men and women question the effectiveness
andd seriously fear the side-effects of modern contraception, in particular infertility.. Given the focus of Yoruba society on fertility and the negative social consequencess of infertility (see Chapter 8), this fear of infertility may well be the
overridingg reason for not using contraception for child spacing, but only when
aa woman/couple want/s to stop bearing children. Moreover, contraceptive use
clashess with traditional male control over the sexuality and reproduction of his
wife,, and the rules of premarital abstinence. Contraception makes it easier for
wivess to have secret extramarital affairs and single women to have premarital
affairs.. Thus, if women, and in particular single girls and women and those
marriedd women whose husbands do not support her, want to go against the
ruless and take measures to prevent getting pregnant, they usually prefer to do so
quietlyy and in secret.

Contraceptivee use

Thiss section first explores contraceptive use among all women in the communityy survey (whether they had abortions or not). It will be a useful basis for
comparisonn to the next section, which concentrates on contraceptive choices of
womenn who had abortions. In addition to offering statistics, the factors that influencedfluenced different groups of women to use contraceptives, or not, will be discussed. .
CurrentCurrent contraceptive use
Fromm the generally negative community opinions on contraception, we would
expectt the contraceptive use to be low. Indeed, the DHS 1990 figure of contraceptivee use among married Yoruba women is as low as 15%, with a ratio of
'modern'' to 'traditional' (which included withdrawal, rhythm, and 'others')
methodss of about 2:1 (Makinwa-Adebusoye & Feyisetan ^ ^ o S ) . " Surprisingly,, the present study discovered that 71% of the 460 women in the communityy survey who did not want to get pregnant at the time of the survey reported
theyy took or did something to prevent pregnancy (Table 7.4).
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Contraceptive methods reported t o be currently used by women in the community
surveyy who did not want to be pregnant, by marital status and location
(multiplee response)

contraceptivecontraceptive categoryLags Lags
town town
EpeLGA
EpeLGA
all* all*
andand method
(N-460) (N-460)
single singlemarried married
single singlemarried married
(N-83) (N-83) (N-116) (N-116)(N-S4) (N-S4)(N-193) (N-193)
Modernn methods

29% %

46% %

30% %

28% %

32% %

Condom m

(12%) )

(12%) )

(15%) )

(9%) )

(11%) )

Orall contraceptive pills

(13%) )

(12%) )

(2") )
(6%) )

(6%) )

(8%) )

(9%) )

(7%) )

(O O

(3%) )

(5%) )

(2") )
24% %

(2%) )

(2%) )

(O O
--

Injectables s
IUCD D
Otherss

1

(2") )
14% %

Naturall methods
Rhythm m

(13%) )

(8%) )
(12%) )
<2") )
19% %

(24%) )

(15%) )

(13%) )

(6%) )

----

(11%) )

(8%) )

(4%) )

(4%) )

(2%) )

(1%) )

Withdrawal l
Traditional 2 2

1" "

5% %

23% %

3% %

Postpartumm abstinence

Substances/drugss not for
contraceptionn

24% %

(8%) )

-(O O
--

Lactation n

32% %

(6%) )
(2 n ) )

11% %
6% %

11% %

8% %

3% %

7% %

3

Homee methods 4
TotalTotal any method

5% %

4% %

--

2" 2"

66% 66%

74% 74%

69% 69%

75% 75%

2% %
77% %

Postinorr ( 6 ) , spermicide cablets ( 4 ) , tubal ligation (1)
Common:: oruka (28) and aseje (4)
Common:: Andrew's Liver Salt ( 1 0 ) , Alabukun ( 6 ) , and Menstrogen (6)
Common:: drinking salty water or salt in alcoholic drink (6) and Schweppes bitter lemon drink (4)
** 'all' include 14 divorced women
nn

Numbers are given instead o f percentages for figures <3

Thee conspicuously high figures of contraceptive use can be attributed to the
studyy definition of contraception that looked at intention of the methods and
nott at the effectiveness, and to the choice of the denominator for calculating
currentt use. The denominator for calculating the rate of current contraceptive
userss only included the 460 out of all the 652 women in the community survey
whoo did not want a pregnancy at the time of the interview. We asked these
womenn 'Do you do anything to try to prevent pregnancy?' and probed for beforee and after intercourse. Thus, excluded from the denominator were the
womenn who were pregnant at the time of the survey (12%) and the women who
wantedd to be pregnant at the time of the survey (17%).' Obviously these women
wouldd be contraceptive non-users. If the denominator would include all interviewedd women, as in most other studies, the figure for current contraceptive use
off women in this study would still be as high as 50%, and thus considerably
higherr than the DHS figures for 1990. Other factors contributing to the high

234 4

SECRETT STRATEGIES

figurefigure would be the wording (not using 'family planning' or 'contraception')
andd sequencing of the questions. The last column of Table 7.4 shows that more
thann half (58%) of all contraceptive users (also) used methods other than the
'modern'' methods, according to the categorisation as explained in Table 7.3.
Thee total modern contraceptive use was about the same for single women in
Epee and Lagos: 30%, and 29% respectively. For all other contraceptive categories,, there were differences between Epe and Lagos and between married and
singlee women. In Epe, relatively more women used natural and traditional
methods,, while in Lagos, married women used more modern methods. Both
strikingg as well as worrying was the frequent use of drugs not indicated as contraceptivess among single girls in Lagos (23%). The use of these drugs was much
lowerr in Epe, at only 6%, and among married women, at only 3% in both Epe
andd Lagos. The women who were presently using specific contraceptives expandedd on dieir experiences with these methods, which are presented below.17
Condomss are the modern method currently most often used by single and
marriedd women. There are many stories circulating that women and men do
nott accept condoms and that they do not like to use them. According to the stories,, condoms reduce sexual pleasure and are unreliable because of the risk of
breakage.. However, the majority of condom users reported that they were satisfiedfied with using condoms as a contraceptive. They liked the double-effectiveness;; it is advantageous that condoms also protect against sexually transmitted
infections,, including HIV. Only nine of the fifty current condom users in the
communityy survey said they were not satisfied with the condom, and mentionedd reasons such as the condoms sometimes bursting and reduced sexual
pleasure.. Four-fifths said to always use a condom consistendy every time they
hadd intercourse, while the others admitted that they sometimes failed to use
one.. Only one woman gave the irregular availability of condoms as the reason
forr her non-consistent use. This corresponds with our earlier observation that
inn Nigeria contraceptives, including condoms, are widely available. Other
womenn who did not use a condom each time they had sexual intercourse said
eitherr their partners refused to wear one or they used periodic abstinence and
onlyy used a condom when they were in their fertile period.
Withh the exception of one woman, current users of oral contraceptives,
IUCDD and injectables said they were satisfied with their methods.1 In addition
too the effectiveness of the methods ('it never failed me'), other advantages they
mentionedd were that the methods were easy and convenient to use and they did
nott experience adverse side-effects. General comments on the method included,, 'It is good for my body'. This is contrary to the community opinions
thatt stress the adverse side-effects of these modern contraceptives. Some of the
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women,, like this 34 year-old Muslim teacher, had already been using these
methodss for a long time. This woman is married with four children:
Afterr I had my first child, I got pregnant three times unplanned and went for a
D&CC [three times]. When the doctor from the private hospital [who performedd the D&C] advised me to use pills, I didn't know which one. So in 1985 I
wentt to Island Maternity Hospital and explained [my situation] to the matron
onn duty. She gave me some pills for 28 days and I started using them. I used to
goo back every three months for a check-up. When I wanted to have my second
childd I stopped using them and the next month I was pregnant. When I had
myy second kid I started with another pill that was also introduced to me in
Islandd Maternity and till now am on OCP without any problem. So I don't
knoww why some people complain that OCP is not good. For me it is okay. I
menstruatee normally and if I stop it, I will get pregnant between two and three
monthss after.
O ff the natural methods, periodic abstinence was the most reported. All except
twoo women (who got pregnant when they were using it) were satisfied with it.
Reasonss given for satisfaction were that the method was effective, there were no
side-effects,, it was easy to use and it did not cost any money. The problem with
periodicc abstinence (also called rhythm method or 'safe period') is that Yoruba
oftenn calculate the safe period differently than does biomedicine (as was also illustratedd in the reported abortion experiences in Chapters 5 and 6). During interviewss and FGDs, most Yoruba men, women and TBAs believed that a woman
iss fertile immediately after menstruation and is 'safe' midterm, which is exacdy
thee opposite of what biomedicine providers teach about periodic abstinence
(seee also Akinyemi & Koster-Oyekan 1998:22). Yoruba reason that during menstruationn the w o m b is cleaned of all dirt, including blood and sperm. Just after
menstruationn the womb is still open and ready to conceive/ 9 Only five women
reportedd currendy using withdrawal method, but four of them were not happy
withh this method. Their partner had chosen the method and they felt at risk of
pregnancy;; one woman had indeed experienced pregnancy while using it.
Lactationn method 10 and PPA were reported more by women in Epe than in
Lagos,, and were often used in combination. T h e maximum period of time that
womenn reported breast-feeding was seven months. W o m e n seem to see the
connectionn between breast-feeding and the delay of the return of menses after
delivery,, (which is the sign of not being fertile); they mentioned it in one
breath.. 'My menses have not returned because I am still breast-feeding my
baby'.. Postpartum abstinence was reported up to a maximum of one year after
thee birth of the baby.
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Drugss and substances not indicated for contraception that women nonethelesss used as such form a highly risky category. Some may have limited contraceptivee effectiveness, but they often fail and may have long-term adverse
side-effects,, including infertility.11 Some of these methods are used for abortion
ass well, as explained in Chapter 5. Similar reasoning is used: Because many of
thesee drugs have 'Do not use during pregnancy' written on their prescription
insert,, women reason that these medicines will also prevent a pregnancy. Most
off these drugs (and also the 'home methods' category for that matter) are taken
post-coitally.. In the course of in-depth interviews with TBAs and women, it becamee clear that most were of the opinion that conception starts a few days after
intercourse.. Thus, after intercourse, there is still time to prevent pregnancy.
Thee high use of modern drugs not indicated for contraception, especially
amongg urban girls and single young women (23%), is worrying. Young women
off all educational levels use them, even students of higher education, as the followingg history of a 27 year-old student-nurse illustrates. She told her story in a
publicc gynae clinic in Lagos, where she went because of problems conceiving.
II have been using Menstrogen since 1991 to prevent pregnancy [she has been
usingg it forfiveyears]. However, I still got pregnantfivetimes and did abortionn five times in a private hospital by D&C. After my last abortion I stopped
usingg Menstrogen because my menses had become irregular. They were not in
thee normalflow,but came only in spots.
Currentt users of traditional methods, mainly oruka, were satisfied with their
convenientt use and their effectiveness. Some women had already been using the
methodd for up to ten years. Several women explained to me that by using oruka,
aa woman could prevent pregnancy without her husband, family or others who
shee does not want to know finding out. The oruka for contraception looks the
samee on the outside as any oruka provided by a traditional healer, such as those
forr good luck in business or as charm against evil. As mentioned before, it may
evenn look like her wedding ring!
Tablee 7.5 gives an impression of those groups of women in the community
surveyy most and least likely to use any method of contraception, and more specificallyy those who use modern contraception. The last but one column gives
modernn contraception use as a percentage of all contraceptive method use for
thee specific categories of women.
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Tablee 7.5.

Reported current contraceptive use and proportion o f users using modern
contraception,, by women's background variables
%% use of

characteristic characteristic

anyany contraceptive

NN
%% use of modem modernmodern as % of any
(100%)
(100%)
contraceptive contraceptive
contraceptivecontraceptive
use

agegroup* agegroup*

15-19 9

46% %

14% %

30% %

44 4

20-24 4

76% %

26% %

35% %

137 7

25-29 9

79% %

36% %

46% %

99 9

30-39 9

78% %

41% %

52% %

108 8

40-49 9

56% %

33% %

60% %

72 2

educationeducation level*

Higherr education

80% %

47% %

59% %

51 1

Secondaryy completed

78% %

43% %

55% %

161 1

Secondaryy not compl.

71% %

25% %

35% %

92 2

Primary y

64% %

20% %

31% %

102 2

None/primaryy not compl.

54% %

19% %

34% %

54 4

Married d

75% %

35% %

46% %

309 9

Single/engaged d

67% %

28% %

41% %

137 7

3n n

rr

33% %

14 4

maritalmarital status

Widowed/divorced d
setting setting

Urbann (Lagos)

69% %

36% %

50% %

206 6

Rurall (Epe)

72% %

29% %

37% %

254 4

All All

71% 71%

32% 32%

4S% 4S%

460 460

Source:Source: community survey, women who do not want to be pregnant at the time of the survey
** Chi-square tests found significant associations at p<0.01 for: Age group: any, modern; (modern/any:
p*0.02);; Education: any, modern; modem/any,
nn

Numbers are given instead o f percentages because figures are too small

Contraceptivee use is associated with the age of the woman. Girls below 20 years
off age, nearly all of whom were single, used contraception and modern contraceptionn the least of all. Of course, not all of these girls »«*/contraceptives; some
off them may still be virgins or not currendy sexually active. However, the fact
thatt these girls are a group at high risk was already proven in Chapters 4 and 5,
becausee they were over-represented among women having abortions. The highestt use of any contraception is in the age group 20 to 39 years, in which the
majorityy of women are married. Although women over 40 years of age used less
contraceptionn in terms of actual percentages, they did use more modern contraceptionn if they used it. This study supported the general trend that use of contraceptionn is positively related to level of education. Eighty percent (80%) of
thee higher educated women used some form of contraception while only 54%
off women who did not finish primary education did. The differences between
figuresfigures for modern use were even higher; 47% of the highest educated women
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andd only 19% of the lowest educated women used these methods. Educated
womenn are probably more used to feeling in control of their lives than lower educatedd women are, are more motivated to regulate their fertility because unplannedd babies may hamper their ambitions and moreover have a greater
knowledgee of modern contraceptives and how these work in the body. This increasedd knowledge of modern contraception may ensure that educated women
havee fewer reservations concerning the side-effects of modern contraceptives.
Marriedd and single women did not differ significandy in their use of any contraception;; neither did rural and urban women, with the majority of both
groupss taking measures to prevent pregnancy. W e also explored the relationship
betweenn religion and contraceptive use and found no significant difference in
anyy contraceptive use by religious affiliation. However, Catholic women seemed
too use modern contraception relatively less (2 out of 17 women) than women of
otherr religions; it seems they preferred to use natural methods of birth control as
thee Catholic Church advocates. (Figures were too small for statistical tests.)
DiscontinuedDiscontinued

use

Decisionss about contraceptives are not made once-and-for-all at the beginning
off reproductive life but change with an individual's stages of life and situations
(seee also Greenhalgh 1995:22-23). Family organisation, marital status, education,, economic resources, work, health, number of children, knowledge and
accessibilityy of contraceptives, to name a few, are all situational circumstances
thatt influence contraceptive decisions. O f the 652 women interviewed in the
communityy survey, 6 9 % had been using some form of contraception for some
period(s)) in their lives.21 About one third (32%) of these users had tried more
thann one method, because in the changing circumstances of the course of their
lives,, certain contraceptives became more attractive. Others switched methods
becausee they were not satisfied with the method they were using, like the followingg 27 year-old married fashion designer in Lagos explained. She is a Christiann who reached class 5 of secondary education and has three children.
Myy first child was about seven months old when I got pregnant again because I
didd not use any contraception. So when I gave birth, I started using one tablet
thatt was white and brown [OCP]. When I was using it, I used to vomit and I
hadd sleepless nights, so I changed to Apiol and Steel [a menstrual regulation
drug]] immediately after intercourse. My breasts were so heavy as if I was pregnant.. I got it from a chemist very near my working place. When I could not
copee anymore, I went to the olomg wewe [TBA] where I used to get medicine
whenn I was pregnant [for ANC]. He gave me some seed to swallow.
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W o m e nn may discontinue using certain contraceptives for various reasons, e.g.
theyy wanted to get pregnant, the method failed and they got pregnant, or they
personallyy experienced or heard rumours of possible side-effects. T h e present
studyy was particularly interested in determining why former users of the most
commonn modern contraceptives had discontinued (Table 7.6).
Tablee 7.6.

Reasons why women discontinued use o f modern contraceptives, by method
wanted wanted

method method
Orall pills
IUCD D
Injectables s
Condoms s

got got

experienced experienced
heardheard of

others others

side-effects side-effects
side-effect side-effect
pregnancy pregnancy
pregnant pregnant

50% %
61% %
41% %
64% %

8% %
9% %

rr

8% %

26% %
27% %
38% %
14% %

7% %

--

9%* *
2n n

2" 2"

13%** *

rr

13%*** *

NN
(100%) (100%)
130 0
56 6
32 2
80 0

Source:Source: ever contraceptive users in community, ANC and infertility surveys
**
Medication regimen was too complicated', advised by health staff to stop because of her age, over 35
* ** No money for next dose; advised by health staffto stop because nurse said too much could cause infertility
* * ** Partner did not want to use it again; decided to use a more reliable methodnNumbers are given instead
off percentages for figures <4

Mostt women who used modern contraceptives stopped because they got marriedd and/orr wanted to get pregnant. However, a considerable number of women
stoppedd using OCP, IUCD and injectables because they experienced side-effects,
whichh is worrying but none too surprising. T h e main reported side-effects of
OCPP included bleeding twice a m o n t h , spotting, gaining or losing weight, irregularr menses, abdominal pains, headache and drowsiness. IUCD users who
stoppedd complained of profuse bleeding and pain. Women who discontinued
usingg injectables stopped because of side-effects such as heavy bleeding, or the
opposite,, no menses at all. Earlier in this book, I mentioned h o w Yoruba
womenn consider any abnormality in menstruation as a sign of bad health and
especiallyy indicative of disturbances in their fertility.1' Two women recite their
experiencess below.
AA i6 year-old married Muslim with one child, who has secondary school class
33 education: "I did coil [IUCD] some two years ago. My sister told me about
thee coil and I went to a private hospital at hire and did it for 500 naira. When it
wass about three months I removed it, because I was not feeling fine. I was feelingg tired and I got my menstruation twice in a month. I felt as if something
waswas pinning me. I made use of my safe period before, but I do not think I rememberr [how to use it] again (my sister had explained to me). I have not been
introducedd to contraceptive pills. My husband is usually in Abuja and I am not
readyy for another pregnancy."

240 0

SECRETT STRATEGIES

AA 34 year-old married Christian nurse with two children: "I used different
typess of contraceptive tablets, you know I am in the position [she works in a
hospital].. Some of the tablets have side-effects. Some of the tablets made me
tiredd and busy, like the brown and white one [OCP], and there is one brown
onlyy that I used and menstruated twice in a month. I used to get it in my hospital,, which is a government hospital. My husband does not like coil or that I
shouldd use contraception. He said if I use any contraception that it can stop
myy fertility. I told him that it is not the case that I will not get pregnant again,
onlyy that it can take time."
W o m e nn who discontinued using condoms complained less about side-effects.
Theirr main objections were related to reduced pleasure during sex, that the
condomm breaks and that the latex caused rashes.
Overall,, just less than one-tenth of women stopped using modern methods
becausee they got pregnant. Except for those using condoms, these failure rates
aree higher than scientific tests for effectiveness of modern methods calculate,
butt failure may very well be partly due to incorrect use.14 With contraceptive
methodss other than modern ones, the reported failure rates were much higher,
provingg that these methods are less reliable. O f 87 women who stopped using
periodicc abstinence, 22% said they stopped because they got pregnant; 24% of
thee 58 who were using traditional methods stopped because they got pregnant;
35%% of the 80 women using various drugs not indicated for contraception
stoppedd for this reason; and 47% of the 53 using home methods stopped becausee of pregnancy. However, compared to modern contraceptive users, very
feww women stopped with other methods because they experienced or heard of
side-effects.. Only the women who had been using drugs not indicated for contraceptionn complained of side-effects: 10% of drug users experienced them
(ceasingg of menstruation, dizziness) and 9% heard of side-effects.
Non-useNon-use of

contraception

Inn literature on contraception mentioned in Chapter 1, researchers point to the
inadequatee family planning services as the main cause for women to not use
modernn contraceptives. In this section, women's own accounts are used to
showw why they don't use contraceptives. From these, it will become clear that
reasonss other than inadequate FP services are of greater importance. Some reasonss for non-use of modern contraceptives differ for single and married women.
T h ee main reason why both single and married women said they had never
usedd modern contraception (although most of these women had used other
contraceptivee methods) was because of fear of side-effects of the modern methods
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andd infertility in particular. This was often expressed as 'spoiling', or 'destroyingg the womb'. A young, married woman in Lagos said, 'I heard from elderly
neighbourss and friends that it is not good to use modern methods as a young
mother,, so as to avoid future complications in getting pregnant'. Single women
seemedd less informed about modern contraceptives, because they talked more
inn general terms of all modern contraceptives causing infertility, bleeding, miscarriagee and a swollen abdomen. In contrast, married women who feared sideeffectss specified which methods caused particular side-effects. *'
Otherr reasons single women offered were that they had never used modern
contraceptivess because they did not know enough about them. They also
thoughtt that they were only for married women, which is a reflection of the unwelcomingg attitude towards single women and especially schoolgirls in public
familyy planning clinics. A final reason some of the single women said they did
nott need contraception (yet), was because they were still virgins.
Inn addition to their fear of side-effects, married women had various other
reasonss for non-use. About one-fifth of them said they did not know enough
aboutt modern contraceptives or did not know which method they could use. A
255 year-old married Muslim woman in Epe with just a few years of primary educationn said about modern contraception, 'It is good if used accordingly because
itt prevents unwanted pregnancy. Maybe if I had been well educated I would
havee used it*. One 20 year-old recently married Muslim woman with only severall years of primary education stated, 'To me it is good, but I am a shy person.
Suchh talk I find it difficult to discuss. Now that I am married, maybe I will go to
thee nurse who comes to the market'. They had clearly not received sufficient
counsellingg on modern methods.
AA considerable number of married women said they did not need any contraceptionn because they did not get pregnant easily, wanted to have many childrenn or they just wanted to wait till they had completed their family. These
womenn did not use any method of pregnancy prevention.
Somee women said that they satisfactorily used other methods, including periodicc abstinence and traditional contraceptives. Religion, influence of husbandss and monetary constraints do not seem to playy a major role in preventing
womenn from using effective modern contraception. Just 15 (out of 264) women
reportedd to have never used modern contraceptives because these methods are
againstt their religion. 'I believe that only God can plan the family'.ï6 Only seven
womenn said they could not afford to pay for modern contraceptives and four
womenn said that their husbands were against them using modern contraceptives.. The finding that male influence was not reported by women in the surveyss to play a influential role in contraceptive decision-making contrasts with
thee opinions of FGD participants, that husbands would not trust their wives to
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usee contraceptives. Why respondents in the surveys did not mention this more
oftenn as a reason, may be either because it really did not play a role in women's
decisionss not to use them, or because it was such an obvious reason that women
didd not bother to mention it. We neglected to probe further.
AA few times I heard atypical cases of married women who never used modernn contraception because they preferred abortion. The 32 year-old Muslim
ownerr of a beer parlour who is separated from her husband and has five children
iss one such woman. She reported that she has had seven abortions.
II don't like contraception at all. I prefer to abort rather than to go on contraception.. I have never used any type before. Things that my ears used to hear
fromm people are enough reason for not using. Some people say they vomit
whenn they take it, some say they take prolonged time to conceive which can
causee separation between couples. I don't like it, and that is enough excuse if
youu don't understand me.
Thee few other women who preferred abortion to contraception considered repeatedd pregnancies to be proof to their husbands that they were still fertile and
thereforee still attractive. They also thought that with this demonstration of fertility,, the husband would not have a reason to take another wife. Thus, these
womenn used abortion as a way of birth control that suited their needs.

Contraceptivee use and abortion
Didd women who had an abortion use contraceptives relatively less than communityy women who never had an abortion did? This would be expected, if we
assumee that unwanted pregnancy was the result of non-contraceptive use.
However,, some studies also theorise the opposite, assuming that contraceptive
usee among women who went for abortions could have been higher than among
womenn who did not have abortions (Llovet & Ramos 1988 and Tietze &
Henshaww 1986, cited in Paiewonski 1999:147). These scholars reason that
women/coupless with contraceptive experience are precisely those who have the
strongestt motivation to regulate their fertility, and are therefore more likely
thann their non-contracepting counterparts to resort to abortion when they are
facedd with an unwanted pregnancy. This theory was constructed in countries
wheree both abortion and contraception services are available and women or
coupless generally wish to regulate their fertility. Paiewonski did her research in
thee Dominican Republic where abortion is illegal, as in Nigeria, and her findingss support the theory. Our research data allow testing of this theory for
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Yorubaa by comparing contraceptive use of women in the community to that of
thee women who had abortions, i.e. who answered the abortion questionnaire.
ContraceptiveContraceptive use before abortion
Thee contraceptive use of women before their abortion was much lower than the
averagee use in the community, which would counter the theory of Paiewonski.
Att first glance, only in 30% of the 876 past abortion experiences17 did women
sayy they had been using any contraception when they got pregnant, while 71%
off women in the community survey who did not want to become pregnant
weree using contraception. However, we have to make some adjustments to get
thee true picture. Firsdy, since the reported abortion experiences date back to the
1970ss and contraceptive availability and acceptability may have changed over
time,, the contraceptive prevalence before abortion for the years during and just
beforee the study is given in Table 7.7. These figures are more appropriate for
comparingg with the current contraceptive use of women in the community survey.. In addition, we have to compare contraceptive use before abortion with that
off community women who never had abortions, because having had abortions
tendss to increase future contraceptive use, as will be discussed later in this section/9
Tablee 7.7.

Contraceptive use before abortion, compared t o current contraceptive use by
womenn in the community survey who never had an abortion, by method and
maritall status
singfesingfe women

married women

before abortion
beforebefore abortion Nowincommu1996-19991996-1999
nity, never abor1996-1999
categorycategory of contraceptive
(N-149)
tion(N=97)
(N-70)

nowincommu
nify, never abortion (N-237)

Modernn methods

11% %

21% %

6% %

32% %

Naturall methods

12% %

21% %

16% %

30% %

Drugss not for contraception

15% %

13% %

Homee methods
Traditionall methods
TotalTotal any method

5% %

2
45% 45%

---

2% %

4% %

6% %

9% %

59% 59%

27% 27%

73% 73%

2

nn

2% %

Sources:Sources: 1) community survey, women who did not want to be pregnant and never had an abortion, and 2)
abortionn questionnaire, women who had an abortion as from 1996 onwards and were asked the question
whetherr they used contraception before abortion.
Numberss are given instead o f percentages when figures are <3

Comparedd to the current use of all contraceptive methods of women in the
communityy survey who did not have abortions, the contraceptive use of marriedd and single women before abortion was lower for all methods, but the differencee was only significant (p <.ooi) for married women. However, the
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differencee for single women would also be significant if we exclude the girls who
aree not yet sexually active. Modern contraceptive use was much higher among
communityy women who had not had an abortion than among women before
theyy had abortion. Twice as many single women who had never had an abortionn and five times as many married women who had never had an abortion had
usedd contraception as women who had had an abortion. This finding therefore
counterss the theory supported by Paiewonski (1999:147) that argued that
womenn who had an abortion are more likely to be contraceptive users than
thosee who did not have abortions.
Inn the period 1996-1999, 45% of single women and 27% of married women
whoo aborted had tried to prevent pregnancy. The majority of women who tried
too prevent pregnancy before abortion did so with methods other than modern
ones;; 75% of single and 78% of married contraceptive users used such methods
beforee their abortion. Among women who used contraception in the communityy survey, these figures were a bit lower, but still as many as 64% of single and
56%% of married users, used methods other than modern ones. Significantly,
moree single women than married women used any contraception before their
abortions,, which was partly due to the high use of drugs and substances not indicatedd for contraception among single girls and women (15%). Among single
womenn there were differences in contraceptive use before abortion according to
schoolingg status. Only 21% of secondary schoolgirls were using some form of
contraceptionn before abortion, compared to 54% of post-secondary students,
47%% of apprentices and 49% of single women not following any education.
Thee trend, judging from contraceptive use before abortion, is an increasing use.
Amongg single women, it was mainly the drugs not indicated for contraception
thatt were responsible for this rise; among married women, it was the greater use
off natural methods that was responsible.30
Thee failure of modern contraceptive methods before abortion appeared to
bee due mainly to inappropriate use of the method and not to method-failure
perr se. Of the 14 women who used oral contraceptive pills, only two maintained
theyy took them correctly but nevertheless got pregnant, while 12 admitted they
sometimess forgot to take them. Two women who got pregnant while using
injectabless said they had missed their appointment. Three women with IUCD
saidd their IUCD got misplaced, which can be considered method-failure. Of the
1616 condom users, 13 indicated that the condom burst, while three others said
theyy might not always have used it when they were in their fertile period. From
thee reports about condom breakage we cannot determine whether the bursting
wass due to product failure or incorrect use.
Thee present study assumed that all methods that were not classified as modernn have a high failure rate. However, women using them often have confi-
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dcncee in the effectiveness of these methods, as shows from the repons of
womenn who used them. Some women who aborted seemed genuinely surprised
thatt their usual contraceptive method had not worked. A 23 year-old single
youngg woman with secondary school certificate said, 'I used Schweppes and
Ampicillinn after intercourse, but it failed. I do not know why. I have used it for
moree than a year'. A 29 year-old married fashion designer with four children
reported,, 'I am used to drinking Schweppes, or douching myself immediately
afterr intercourse. I cannot explain why the method failed, since I have been
usingg it for a long time - about nine years'. A 25 year-old married housemaid
withh two children, who finished primary school explained, 'I used oruka before,
sincee nine months when I went to Lagos to earn money. I got it from an plpmo
tuewetuewe from Epe. It worked very well first, but then I broke the taboo. I was not
supposedd to eat eggs when I was wearing the ring, or else it would spoil. Well, I
sharedd an egg with my friend and then I became pregnant'. A 25 year-old single
markett vendor with a stable partner, but without children, who left school in
SSS33 recounted:
II did not have sex so often, maybe once a month. I have always used two tablets
off Menstrogen every time after 'fun', I never had problems before, but this
timee I got pregnant. I know about Menstrogen from an Ibo boy who sold
drugss on the market beside the stall where my mother sells clothes. I had asked
himm one time what I could use and he informed me. I never used other contraceptives.. I do not like to take drugs, it is not easy to take. I know that some of my
friendss use Alabukun and Bitter Lemon and kaun and hot drink. I have heard
storiess about condoms that stay in your vagina, so I am afraid to use them.
ContraceptiveContraceptive use after abortion
Onee would assume that after having an abortion, women would be highly motivatedd to start using contraception if they did not do so already. Indeed, after
ann abortion many more women started using contraception, including modern
contraceptionn (Table 7.8). Of the 265 women who used contraception before
theirr abortion, 86% continued to use it, while 62% of the 611 women who did
nott use contraception before the abortion started using it after the abortion.
AA positive finding is that after abortion, modern contraceptive use increased
considerably:: fourfold for single women with about 30% of them using modern
methods,, and eight times for married women with 41% using these methods afterr abortion. In fact, the figures on effective modern contraceptive use after
abortionn for married women are higher than those found among women in the
communityy survey. However, 59% of single users and 34% of married users
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continuedd to use less effective methods. The high use of drugs not indicated for
contraceptionn among single women after abortion is especially alarming, but
evenn among married women the use of these drugs after abortion is higher than
amongg married women in the community survey. Natural methods for girls
andd young women mainly involved periodic abstinence, which is unreliable for
girlss who often do not have regular menstrual cycles yet and, moreover, do not
knoww how to calculate their safe period.
Tablee 7.8.

Contraceptive use after abortion, by methods and marital status (multiple response)

categorycategory ofcontraceptive
Modernn methods
Condom m

singlesingle women (N=819)
30% %
(15%) )

marriedmarried women (N=233)
41% %
(6%) )
(16%) )

Pills s

(8%) )

Postinor r

(6%) )

IUCD D

(1%) )

(2 n ) )
(15%) )

Injectables s

(1%) )

(3%) )

Others* *

(1%) )

(H H

Drugss not for contraception

18% %

7% %

Naturall methods

17% %

8% %

Homee methods

5% %

1% %

Traditionall methods

3% %

4% %

73% 73%

62% 62%

AnyAny method

Source:Source: abortion questionnaire, single women's experiences (missing value - 4) and married women's
experiences s
nn
Numbers are given when figures are smaller than 5
** Diaphragm, spermicides

Thee high use of the emergency contraceptive Postinor after abortion is striking,
especiallyy in the period 1996-1999. Eight percent of the single girls were using
Postinorr in these years, compared to 5% in the years before that period (table not
shown).. Postinor has been increasingly brought into the market and made more
popularr through information and an education campaign targeted at adolescents.'1'322 However, girls do not seem to understand that Postinor is reliable as an
emergencyy contraceptive but is not indicated for use as a regular contraceptive.
Somee girls in the present study used it routinely as their only contraceptive device.
Althoughh it is encouraging that more women started using contraceptives
afterr abortion, we cannot be too optimistic about these increased figures. That
moree women started using contraception after abortion did not mean that they
keptkept on using it, as we discovered when analysing the contraceptive history of
2344 women with multiple abortions who reported on contraceptive use before
andd after their abortions (Table 7.9).
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Contraceptive use before and after abortion, by category, for first and subsequent
experiencess o f women who had multiple abortions
firstfirst abortion (N'234)

categprycategpry of contraceptive

before abortion

Modemm methods

6% %

Drugss not for contraception

8% %

Naturall methods

8% %

Homee methods

4% %

Traditionall methods
AnyAny method

1% %
26% 26%

subsequent abortion

after abortion

19%%
18%%
18%%
5%%
1%%
62%62%

before abortion

8%
9%
17%
2%
2%
3S%

(N-328)
after abortion

37%
14%
14%
4%
3%
72%

Afterr their first abortion, considerably more women used contraception than
theyy did before their abortion. However, they appeared to have stopped using
itit after some time. This is demonstrated in the percentages of contraceptive use
beforee subsequent (second, third or more) abortion experiences that dropped
considerablyy from those rates after the first abortion. In an earlier section of
thiss chapter, it was identified that the reasons for discontinuing modern effectivee contraceptive use were often experience or fear of side-effects, so this
mightt have been the reason for the discontinuation. After subsequent abortions,, considerably more women used any contraceptive and the use of modernn methods was especially much higher. This would indicate that women
learnn from their experiences and are increasingly motivated to use contraception.. Still, about half of the users used other than modern methods, also
afterr subsequent abortions.
Itt was striking that more of the women who had had just one abortion comparedd to those who had multiple abortions, had started using modern contraceptivess after abortion: 58% of married and 34% of single women (table not
shown).. This possibly indicates that this had protected them from recurrent
abortions s
Non-useNon-use of contraception after abortion
Consideringg the fact that abortion is not a preferred method of birth control for
mostt women and that the majority of women would not like to have another
abortion,, it was surprising that 30% ofwomen did «of start using contraception
afterr abortion. The reasons given by 211 single and 79 married women for not
usingg any contraception can be broadly divided into those that indicated that
theyy were not in need of contraception and those that implied they would have
neededd contraception (Table 7.10).
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Tablee 7.10. Summary o f reported reasons for non-use o f contraception after abortion, by
maritall status
reportedreported reason for non-use of
contraceptivescontraceptives after abortion
Wouldd have needed contraception

single single
(N-211) (N-211)
(57%) )

married married
(N=79) (N=79)
(73%) )

Ignorance e

34% %

25% %

Fear/experiencee o f side-effects

19% %

44% %

Otherss are against

4" "

2" 2"

Theyy did not supply her

3n n

1nn

(43%) )

(24%) )

Noo need for contraception
Abstinence e

28% %

10% %

Wantss pregnancy, but from another man

11% %

11% %

Wantedd t o prove her fertility
Noo real reason, relies on God
Total Total

3% %
1n n
100% 100%

3% %
2" 2"
100% 100%

Source:Source: abortion questionnaire, 211 single and 79 married women w h o did not use contraception after
abortionn (missing values » 28)
Numberss are given instead o f percentages for figures <5

Thee majority of women who failed to use contraceptives after their abortion
(57%% of single women and 73% of married) needed contraception, because they
didd not want to get pregnant and did not intend to abstain from sex. The reportedd reasons for not using any contraceptives were the same for single and
marriedd women, but differed in relative frequency. The majority of single
womenn and a minority of married women who needed contraception said they
didd not know which method would be most suitable for them or were not aware
off contraception at all. Evidently, the abortion provider had not counselled
thesee women on contraceptives they could use after their abortion. The majorityy of married women and some single women said they were afraid of the sideeffectss of contraception, including infertility. Some had already experienced
side-effectss and others had only heard about them. A single 24 year-old woman
whoo had finished secondary school said, 'I learned from friends that contraceptivess are very injurious to health and that is why I did not use them'. Another 22
year-oldd single woman said, 'My friends told me that family planning is only for
marriedd women. If a single woman takes them, it may make her barren'. Only a
feww women said they did not start to use them because other people were
againstt them using contraception. These 'others' were parents, partners or
churchh leaders. Some women also reported that they did not use them because
thee abortion provider did not supply them.
Thee remaining women who did not use contraception after abortion (43% of
singlee and 24% of married women) did not need contraception, mainly because
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theyy reported that they abstained from sex after their abortion. Other women
whoo did not need contraception wanted to get pregnant as soon as possible
(somee explicitly said 'to prove my fertility'), but this time from their regular partnerr and not from the person who impregnated them before. The married
womenn who said this usually had ann unwanted pregnancy through an extramaritall affair, while the single women became pregnant from a casual friend they
wouldd not want to marry, or after being raped.
Post-abortionPost-abortion counselling on contraceptives
Thee majority of women had their abortion in private hospitals. One would expectt these providers to supply them with contraceptives afterwards or to at least
givee information and counselling, to prevent unwanted pregnancies and abortionss from recurring. Providers other than private practitioners could have at
leastt counselled the women on contraceptives. Many providers, however, missed
thee opportunity to offer contraceptive counselling to their abortion clients. The
absencee of contraceptive counselling is not a situation peculiar to Yoruba societyy or to Nigeria, but reported in many studies as compiled in Indriso &
Mundigoo (1999:39). Of all 184 women in the present study who had abortions
too whom we asked whether the abortionist they went to counselled and informedd them about contraceptives, only 58% said they received any information."" However, this was the average for all women; some categories of women,
especiallyy young schoolgirls, were hardly given any information. That this lack
off information might have been an important reason for them not to use effectivee contraception after their abortion is shown in Table 7.11.
Tablee 7.11 indicates a positive association between receiving post-abortion
contraceptivee counselling from the provider and post-abortion use of modern
contraceptives.. Moreover, the table makes blatandy clear that single women,
girlss below 20 years-old and primary and secondary school students got relativelyy much less information than other categories of women, use less modern
contraceptionn post-abortion and are therefore at higher risk of recurrent unwantedd pregnancy and abortion. The reason why these young girls did not
receivee information and counselling hass to be sought in the attitudes and opinionss of most providers, who believe that single women, and especially schoolgirls,, should not have sexual relationships, and therefore do not need contraceptives.. As discussed earlier, providers reason that telling these girls about
contraceptionn would mean endorsing or even promoting premarital sex.
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Tablee 7.11. Women who got contraceptive information from their abortion provider, and started
usingg modern contraception after abortion, by age, education and marital status
backgroundbackground characteristics of
womenwomen aborting

% information on contraception % use of modern contraception
from abortionist
after abortion

N

ageage group*
Beloww 20

28% %

19% %

43 3

20-24 4

61% %

35% %

80 0

25-29 9

70% %

60% %

43 3

300 and over

89% %

50% %

18 8

schoolingschooling status*
Primary/secondaryy student

19% %

7% %

27 7

Universityy student

71% %

38% %

45 5

Apprentice e

36% %

23% %

22 2

Nott in school

69% %

52% %

90 0

Single/engaged d

53% %

34% %

156 6

Married d

86% %

62% %

21 1

86% %

71% %

58% 58%

39% 39%

maritalmarital status*

Divorced d
All All

77
184 184

Source:Source: abortion questionnaire, 184 women who went to a provider for abortion and were asked about whetherr the provider counselled them on contraception
** Chi-square test shows significant associations at p<0.01 for all the background characteristics/receiving
informationn and background characteristics/use of modern contraception after abortion

Premaritall abstinence
Thoughh most community members condemn premarital sex, it is increasinglycommon.. But how common is it? From findings in the present study, we can
deducee that present-day premarital abstinence is the exception and not the rule.
Onlyy 14% of the total of 137 single community women who did not want to be
pregnantt said they did not need contraception because they were still virgins.
Thiss indicates that the other 86% had disobeyed the rules of premarital abstinence.. Abortion histories in Chapter 5 illustrated how girls and single women
moree or less willingly had sex for a variety of reasons. They had sex with their
stablee boyfriends as an expression of affection and love, or had a casual affair
andd enjoyed the money and gifts this often brought them or tried to motivate
theirr boyfriends to marry them officially by getting pregnant. Other girls had
sexx less willingly; some girls were coerced by their partners into having sex or
weree raped.
InIn this section I want to pay special attention to the premarital sexual relationshipss of secondary schoolgirls because findings of this study supported the
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conclusionss of researches in Nigeria and other African societies (Bleek 1976;
Caldwelll 1994; Koster-Oyekan 1999; Van den Borne 1985) that these girls constitutee a high-risk group. Schoolgirls often resort to unsafe abortion and suffer
thee complications thereof.
Itt is difficult to measure the incidence of the involvement of secondary
schoolgirlss in sexual relationships. Of the 67 secondary schoolgirls aged 13-19
involvedd in a sexuality education project that I initiated as part of this study,
justt 10 (16%) reported in a self-administered questionnaire to have had sexual
intercoursee (in comparison to 47% of the 74 boys). Three of the six girls who
specifiedd how sex happened said it had been a mistake, two said that they
wantedd it and one that she was forced to have sex. The majority (70%) of the
boyss who had sex said they had wanted it. Of the seven secondary schoolgirls
whomm we interviewed in the community survey for the present study, three had
begunn sexual relations and four said they were still virgins. (All three sexually activee girls reported to use contraception: two of them 'safe period', and onee oral
contraceptivee pills and condoms provided by her boyfriend).
Schoolingg is the reason why many students both want and need to postpone
marryingg and childbearing. At the same rime, if the school is coeducational or
mixed,, it is an opportunity to be in daily contact with age mates of the opposite
sex.. Even in an only-boys or only-girls school, there are opportunities to meet
withh students of the opposite sex, e.g. at sporting events, parades or cultural
competitions.. Male and female students offered insight into how schoolgirls
endd up going against the teachings of their parents through focus group discussions,, group work sessions and stories students wrote on the abortion experiencess of schoolgirls. The 106 written stories, 44 authored by boys and 62 by
girls,, which had to be realistic or true, were especially informative about what
youthh think of sexual relationships and abortion.
Inn the course of the FGDs with youths, it became clear that sex is an ambiguouss issue for girls, and not always solicited, because of the differentiation that
wass made between sex that was not really the girl's fault and sex that was. They
condemnedd girls who have sex without any 'legitimate' excuses such as poverty,
homee problems, rape or being influenced by bad peers, as being immoral. Some
off these themes were also illustrated in the written stories, parts of which are
presentedd below, unedited. The beginnings of these stories illustrated how sexuall intercourse of schoolgirls came about and where the youths actually have secrett sex. (I summarise the conclusion of the stories.) Adenike, a female student,
wrotee a story about a girl named Benita who was from a poor background and
hadd to give in to the sexual advances of a teacher in order to get money for her
examm fees. Students pity such a girl when she gets into trouble.
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TheThe Evil Samaritan Mr. Jimmy — story by Adenike
.... A year after the divorce, Mr. Raymond had a motor car accident. So, this
turnedd the man to a beggar, because he had decided to do all his best possible
too send his only daughter, Benita, to school. As Benita continued to go higher
inn her education, things began to be more difficult for her father and her. One
day,, Benita's class teacher (Mr. Jimmy) noticed that she was crying secredy, so
hee called her and asked her what was happening. Benita explained all her predicamentt and the teacher promised to help her whenever the need arise. When
Benitaa got home, she told her father about her teacher but her father grew furiouss and warned her not to go with the teacher, that he would continue to overworkk himself to get herr the best of education. Benita did not take her father's
advice,, because her father could not provide all her needs at school. Students
justt resumed from vacation when the school vice principal announced that the
WAECC fees were 1,850 naira. The news shocked Benita, because her father was
sickk at this time of announcement. So she did not bother to tell her father but
wentt to Mr. Jimmy's house and told him the news. Mr. Jimmy asked her to
comee back the next day. When she arrived at Mr. Jimmy's house, Benita was
seatedd down by Mr. Jimmy while he went into his room in pretence to bring
outt the money. (...) When Mr. Jimmy came out of the inner room, he promisedd to give Benita the money on the condition that she would sleep with him.
Benitaa wept uncontrollably, but had to accept the condition since she had no
otherr hope. (...) As Benita was dressing up after the bitter moment had passed,
Mrr Jimmy threw 2000 naira on the bed for Benita. [When she got pregnant,
Mr.. Jimmy helped her to go to a quack doctor. When complications developedd three days later she was brought to the hospital. She'll have to spend
thee rest of her life infertile, which is a tragedy.]
Studentss sometimes accused parents of being the cause of their daughters' sexuall affairs. Fathers and mothers may set a bad example by (openly) having multiplee partners. O n the other hand, students may find that their parents are to
blamee because they either are too strict or give their children too much freedom.. In both cases, the girls are prone to sexual exploration. T h e story below,
writtenn by two boys, T u n d e and Alabi, shows how Lola ends up in trouble
becausee she got too much freedom at home.
LifeLife on the wild side- story by Tunde and Alabi
Apartt from Lola there were two other boys in their family of three of which
Lolaa was the eldest. Because of her first child status her parents gave her a bit
tooo much freedom. Allowing her especially in her teenage years opportunities
too go out to parties without asking for the address or how long it was to last. So
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sometimess she would give an excuse that the place was far so that she could not
comee home that night but actually it was a night party. Even in school she was
alwayss dodging the security guard so she would be able to get out of the school
andd go to a party somewhere. While all this was happening her parents had no
ideaa of what was going on, because Lola wasn't close with her parents. Her fatherr was always working late at his office leaving only her modier to talk with,
butt her mother never discussed issues about growing up such as sex education
andd responsibilities of freedom with her. The best her mother did was to tell
herr to focus on passing her exam and advise her to stay away from boys. However,, the advice only made Lola curious to know why it was bad to be close to
boyss or have boy friends. She did not know that her curiosity would lead her in
aa very shameful situation. It happened that Lola went to see her friend called
Viviann so they could go together to a party at Mushin. When they got there
theyy started to enjoy themselves. Later Lola met a guy called Fred Chukwu
whoo was twenty-two years old and was a successful spare part dealer at
Idumotaa [area in central Lagos] where he also lived alone in his apartment that
waswas near Lola's street. From then on their relationship became intimate and
loving.. Though Lola was only 17 years old she did not mind seeing the relationshipp as an adventure. Lola and Fred were very close and they would go to
placess together when it was weekend or during the holidays. Still Lola's parentss knew nothing about her relationship with Fred. Fred would always come
too see Lola in her school during closing hours or at break-time but he never
wentt to her house. Initially Lola was a virgin when she met Fred and even
somee months into the affair they still had not slept togedier, but Fred was anxiouss and told her that if they loved each other they should be able to show it
throughh sex. At first Lola was sceptical but later she finally gave in when she
wentt to see him at his place during her school holidays. After the first experiencee of intercourse Lola did not feel scared but pleased that she had gone
throughh it with Fred. Afterwards Lola and Fred would go out to parties and
enjoyy themselves while later they would have sex but during their lovemaking
theyy would not use condoms because both of them knew nothing about such
things.. They did not know that would lead them especially Lola into trouble.
[Whenn Lola got pregnant, Fred helped her to buy drugs for self-abortion.
Heavyy bleeding started at school and she was brought to a hospital. Luckily she
didd not have lasting complications.]
Peerr pressure, either positive or negative, is a very influential factor in the behaviourr of adolescents. An innocent girl who happens to move around with
'bad'' company may forget the teachings from home. Even girls from respectablee homes will succumb to the pressure from their peers to conform to
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standardd conduct, including having a boyfriend and having sex. Fakoya, a femalee student, wrote a story about Jessy that shows that a girl who is treated too
strictlyy by her parents, may be especially susceptible to peers' influence about
whatt is appropriate sexual behaviour.
TheThe price of abortion ~ story by Fakoya
Theyy lived at one of the beautiful part of Lagos State around Victoria Island.
Throughoutt her primary level of education she was taken to school by her dad
andd in the afternoon her dad's driver - Uncle Bassey - picked her to their
housee after school. There was no time for her to play with her friends after
schooll hours. (...) After her primary school (...) Jessy turned up too be a day studentt in a very big and popular secondary school called Saint Agnes Girls High
School.. Things started happening as of before. She was being carried to school
byy her father's driver in the mornings and returned with the driver immediatelyy after school without waiting. All these went on till she was in SSS2 and she
waswas very worried about it, no time to play with friends. She goes back to her
housee where she does not have a single friend. Jessica does complain to her
friendsfriends and they do feel sorry for her because they on their own are really enjoyingg — they have boy friends at home and they are already disvirgined. Jessica
feelss like having a boy friend because her friends tell her that there is fun in it
andd it is very interesting but where is the chance? The time of examination arrived,, although Jessica did not read very well for the examination, but she still
madee it to the next class SSS3. During their first term in the new class things
weree going on well for Jessica, but the thought of having a boyfriend abode in
herr mind. One sunny day after break time, one of Jessy's friends called Susan
broughtt news about a social gathering that will take place in a neighbouring
schooll which is a mixed school, comprising of boys and girls called Victory
Highh School. Susan told that their school was invited. They were happy about
thee event, but Jessy was confused because she knew there is no chance for her
too go there. Jessy told her friends about her situation, that she was interested,
butt there is no chance for her. After deliberating on it, one of her friends called
Kemii taught her a way to trick her parents and her driver. The D-day came
andd they all brought their outfit. After school that day she tricked her driver by
tellingg him that he should come back around 5 o'clock, that they were going to
havee an extra lecture. The driver insisted on taking her home, but Jessy pretendedd to be annoyed and saying if she fails her exam for not taking part in the
lecturee the driver is to be blamed. So the driver went away and Jessy had a
chance.. Jessy and her friends put on their outfits, which were very attractive.
Jessyy wore a blouse revealing the top of her breast and a mini skirt and a high
heell boots. When diey arrived at the gathering there were a lot of boys and girls

PREVENTINGG UNWANTED PREGNANCY

255

heree from many schools. When the program started the students entered the
halll and some of them were called up the stage to come and dance. Jessica was
amongg the students. At first she was afraid as she walked up the stage to come
andd dance. Later a boy approached her for a dance. Firsdy she was shy, later
shee let him and they both talked and introduced tiiemselves as they were dancing.. The boy's name was Tayo Bello, a tall slender boy with scars [tribal incisions]] all over his face about the age of 18. He had a bad behaviour, he smoked
cigarettess and did a lot of rubbish. Tayo hid his behaviour while dancing witii
Jessy.. After dancing for about 30 minutes they went out of die hall to an abandonedd building in the school. When they got diere, Tayo started telling Jessy
aboutt boys and girls relationships and how interesting it is. Tayo now seeing
thatt Jessy was in the mood, kissed her neck down to her chest. Jessy was carried
awayy by this act. Soon Tayo mounted her so hard that she was about to
scream,, but he covered her mouth. When Tayo stood up, Jessy had tears rollingg down her cheeks, but at the same time she was laughing. He then asked her
whatt was wrong with her. She then smiled and said it was painful. Then Tayo
askedasked her if she enjoyed it and she answered 'yes'. [When Jessy found herself
pregnantt she went to Tayo who now showed his real character and denied responsibility.. Her friends advised her to have an abortion, which she did, at a
quack'ss place. He used a pair of scissors and some odier equipment which he
dipp inside her vagina in order to cut out the foetus, but mistakenly he damaged
herr womb. She had complications but kept on hiding. Her parents who noticedd their daughter was not well sent her to a doctor who told diem what happenedd and diat she is infertile now. The father sent her away from the house
andd she ended up selling iced water and helping lifting goods at the roadside.]
AA boy may emotionally force a girl to have sex with him, because he wants to
havee 'proof of her love for him. A girl who has a serious boyfriend (a boy she
reallyy likes and would like to 'keep'), but does not have sex with him, may give
inn to his wishes in the end. She may be afraid of losing him to other girls who
doo not m i n d having sex with boys.
Boyss as well as girls in FGDs and group work, stressed that some schoolgirls
havee sexual relationships of their own volition and thus have no one but themselvess to blame when they end up in trouble. These girls may not be serious
aboutt their studies; they may seduce a teacher in order to get a passing mark.
Or,, they may prefer to enjoy themselves in the company of 'loose' girls and
men.. Their 'nature' is to want to explore and become involved with the oppositee sex. Some girls have enough money to pay for the necessities, but are unsatisfied;; they are jealous of other girls who have more fashionable clothes and
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shoes,, expensive hairstyles, make-up and jewellery. They are greedy and will
havee sex in return for money and gifts.
T h ee stories the students wrote were generally less moralistic about sex than
thee statements that boys and girls made in the group discussions were. T h e picturee arising from their stories is that schoolgirls often have sex as an expression
off love for a certain boy or man. More than half (54%) of the stories written by
boyss and half of stories by girls concern sex resulting from mutual consent betweenn lovers (see parts of the story written by Stephen). The girls in these stories
findfind different excuses to tell their parents in order to be able to see their lover.
Theyy may say that they are going to stay with a relative or friend, or that they are
goingg to fetch water or that they have study classes after normal school hours. A
considerablee number of students wrote stories in which sex just happened unplanned,, as a consequence of 'innocent' attraction between a schoolgirl and
schoolboyy who happened to find themselves in a situation conducive to sex,
althoughh more boys than girls reported such stories.
TheThe experiences of a schoolgirl who aborts her pregnancy - story by Stephen
.... Jane was a responsible girl in her family from childhood and because of this
fact,, her parents decided to sponsor her in education without caring that they
weree poor. (...) During the school holiday Jane travelled to spend her holiday
inn Lagos, where she met a boy who introduced himself before her. He told her
thatt he has interest in her and also that he likes the way she behaves to people.
Thee boy by name Mark attracts Jane the first time she saw him. Surprisingly
theyy were from the same town. (...) Their relationship started growing and
theyy loved each other. One thing that always made Jane angry was that Mark
wantedd to have sexual intercourse with her which she disliked. Both of them
weree friends, but despite this, Jane did not want any interrelationship between
herr and Mark. (...) One day something unusual happened. Mark invited Jane
too his birthday party and all his friends as well. That was the first day Jane attendedd a friend's birthday parry, she enjoyed all the fun and the meal served by
Mark.. Mark invited Jane inside his room. That was the first experience that
Janee had about kissing and sexual intercourse. Mark disvirgined [deflowered]
Jane.. Their friendship became so serious that no man on earth could separate
them.. [Jane gets pregnant and Mark assists her financially to go to doctor for
abortion.. She has complications that she tries to hide. After some time her uncle,, whom she stayed with, notices something and sends her to his hospital
wheree the doctor discovers what she has done. Still she denies it. When she is
welll again after a long treatment, her uncle sends her home to her parents. Her
parentss also send her away because she has disgraced diem and so do Mark's
parentss where she went. In the end she becomes a prostitute and still dies of
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thee consequences of her abortion. Stephen concludes with saying that 'Jane, as
manyy other young girls died because of lack of sex education'.)
Youthh in FGDs did not mention the influence of American and European films
andd music, which they nonetheless like watching and listening to frequently.
Thiss 'foreign culture' that promotes alternative lifestyles, pictures the ideal of
romanticc love and often implies premarital sexual relationships, appeals to
youngg people. In some written stories the male character tried to put the girl in
thee mood for lovemaking by watching a 'blue' movie together.
Noo discussion of contraceptives appeared in most of the stories. In only 13 of
thee 106 stories did either the storyteller or the story character mention contraception,, but in these 13 stories the author observed that the characters did not
usee contraception or the characters used it but it failed. Not one student mentionedd successful use of contraceptives. Two stories included the common
mythh that a girl could not get pregnant from the first time she has sex.
Youthss envisioned mostly negative consequences of breaking the rules
aboutt premarital sex and having an abortion. About three-quarters of the 106
storiess ended badly, either thee girl died, became infertile and/or her parents disownedd her and sent her away. In 12% of the stories, the girls did not have lasting
healthh consequences, although their parents or school authorities made them
stopp their education. Only in 14% of the stories did the girls recover and could
continuee their life as before.

Conclusion n
Thee figures on current contraceptive use among women in the community surveyy (71%) were much higher than in other studies and the official DHS figure of
15%.. We can deduce that women, both single and married, have a need for effectivee contraception from the fact that so many tried to prevent pregnancy
withh ineffective or less effective methods. The need for effective contraception
cann also be deduced from the high incidence of unwanted pregnancy and abortion,, in view of the finding that abortion is not preferred over contraception as a
methodd of birth control.
Thee findings about the high intention to prevent pregnancy but relatively
loww use of modern contraception in the community at large as well as among
womenn who aborted, obliges us to concentrate on the question why many
womenn choose to use methods other than modern ones. Hypothesis 1, presentedd at the beginning of this chapter, that modern contraceptive services and
devicess are not available has to be rejected, because they are usually on the shelf
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inn public family planning clinics, chemist shops and pharmacies. Hardly any of
thee respondents complained about the non-availability of devices.
Thee reasons for the relatively low use of modern contraception relate partly
too sociocultural influences (hypothesis 2). Modern contraceptives are shrouded
inn ambiguity for the Yoruba. On the one hand, Yoruba believe these methods
aree effective, possibly too effective, because in addition to preventing unwanted
pregnancyy at present, they might impair future fertility. On the other hand,
theyy talk about failure of methods and their fear of side-effects (see also Hardon
1995:35-40).. Because fertility is central in Yoruba culture, as it is in many other
societies,, anything interfering with it is suspect. Because Yoruba believe that
mostt modern contraceptives (condoms are an exception) may impair future fertility,, they dislike these methods and would rather use other contraceptive
methodss that they believe do not have a negative effect on fertility.'4 The stories
aboutt side-effects and failure of modern contraceptives are pervasive. Some of
thee minor side-effects, which do not affect health according to biomedicine, are
perceivedd by Yoruba to be detrimental, especially when the methods cause a
changee in the menstrual period or result in intermittent bleeding. Any irregularityy in timing, amount of blood, duration of bleeding, colour, odour or substancee may be a sign of a reproductive health problem — mainly affecting fertility.. Moreover, Yoruba interdict intercourse during menstruation, because the
bloodd is considered polluting and dangerous for men's health, so intermittent
bleedingg is inconvenient because it increases the number of days of forced abstinencee (see also Pearce 1995:199).
Otherr sociocultural factors influencing modern contraception (non-) use relatee to dominant rules and to male control over the sexuality of their daughters
andd wives. Use of contraception connotes immorality because women may use
itt to hide secret premarital and extramarital sexual affairs. For single girls, using
routinee modern contraception or even carrying condoms implies that these
girlss admit to themselves and their partners that they are breaking the rules for
premaritall sex. This may contradict their moral self-image." Post-coital contraceptivee methods (effective or not) are better for preserving their moral selfimage,, because of the impression they only need 'emergency methods'. Moreover,, most of these methods are favourable for maintaining the secrecy of the
affairr because most post-coital methods can either be bought without disclosing
too the chemist or drugs peddler that they are going to use it for contraception,
orr the methods are already lying around in the house.
Thee circumstances of sexual activity of most young girls also favour postcoitall methods over routine contraceptives. Sexual intercourse was often not
plannedd for and not frequent. First intercourse was usually the result of the boy
orr man taking advantage of a favourable time and place.56 This irregularity and
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unplannedd nature of sex for most young single women makes it difficult for
themm to plan in advance for contraception (carrying condoms) or use routine
contraception,, i.e. pills or IUCD.57
Marriedd women who want to prevent pregnancy even when they are not
involvedd in extramarital affairs will often have to do so secretly. They are supposedd to bear children for their husbands' patrilineage and be faithful to their
husband.. In-laws and possible co-wives closely watch the wives, and any flaw,
suspectedd or real, would be a source of discussion and gossip. Since effective
modernn contraception carries ambiguous connotations of promiscuity and extramaritall affairs, other women, including in-laws may gossip about her using
it,, even if her husband has agreed to it. In-laws may also doubt her commitment
too producing children for the patrilineage. The fact that methods other than
modernn ones can be used more secretly could partially explain the high use of
otherr methods among married women (in addition to the fear of side-effects).
Ann additional factor heard in exploratory interviews and informal conversationss that influenced couples, but particularly men, to not want to use contraceptionn to limit the number of children, lies in the political sphere that is more
thee domain of men than of women. The Nigerian population policy advocates
fourr children per woman, in order to curb the explosive national population
growthh and to improve the health of mothers and children. However, because
thee political inter-ethnic relationships in Nigeria are tense, some Yoruba do not
wantt to deliberately limit their family size and risk becoming a minority comparedd to the two other major ethnic groups in Nigeria, Hausa in the North and
Iboo in the East.
Contraceptivee commodities are available from different providers. However,, the services are not accessible to all women (hypothesis 3). The use of contraceptionn by single women is not accepted by societal rules. Unofficial policy
alsoo prevents single girls from getting contraceptives in public FP clinics. Also,
somee married women do not like to go to a public FP clinic if they do not want
too disclose that they intend to prevent pregnancy. Moreover, they might find
goingg to a public FP clinic to be too time consuming. Thus, many single women
outt of necessity, and married women mainly out of preference, get contraceptivess from chemist shops at which they are given litde, incorrect or no informationn and may even be given ineffective contraceptives. Chemists supply OCP
andd condoms, but were also found to prescribe all sort of drugs to be used as a
contraceptivee (see also Otoide et al. 200i:8o).38
Womenn and men do not have enough information and knowledge about
modernn contraception (hypothesis 4). Because of the ambiguity surrounding
contraception,, a lot of gossip and hearsay circulates about the side-effects and
unreliabilityy of them, which in turn nurtures their ambiguity. Stories are passed
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onn over and over again, about women whose fertility was impaired, who sufferedd from serious side-effects and who got pregnant using modern methods.
Sadlyy enough, the routine use of modern drugs not indicated for contraception
mayy cause more adverse side-effects than modern contraceptives, e.g. infertility,
hormonall imbalance and immunity to antibiotics. Unfortunately, no rumours
circulatee about the side-effects of drugs not indicated as contraceptives.
Manyy respondents who were asked their opinion on modern contraceptives
admittedd they had only heard rumours about them; on these rumours they
basedd their decision not to use them. Only a few women displayed a thorough
knowledge.. This is due in part to providers who purposely withhold informationn from some groups (e.g. youth), and to women who get their devices at
placess where no thorough counselling and information is provided. This may
explainn why so many women reported having stopped using modern methods
becausee of the side-effects. They anticipated side-effects because they had heard
aboutt them from rumours. However, many of the reported side-effects would
havee subsided after the first three months of use, something that proper counsellingg and information would have explained. Most women who stopped for
reasonss of side-effects did not know this and stopped after one or two months'
use.. The scarcity of information and counselling may explain the high incidencee of incorrect usage and failure of modern contraception, and the high use
off other methods that the present study identified (hypothesis 5).
Itt is not surprising then, that the majority of the women who had an abortionn did not use modern contraception. They either did not use any, or used
ineffectivee means, because many sociocultural and service related factors discouragedd modern contraceptive use, especially for young single women. Fear
off infertility is a major factor discouraging use of modern contraceptives.
Ironically,, the ultimate result of this non-use is frequently exactly that: infertilityy resulting from a botched abortion. This theme of infertility as cause and
effectt of abortion will be elaborated on in the next chapter.

CHAPTERR 8

INFERTILITY Y

'Infertility'' has been a theme that has arisen in various places throughout this
book.. Disproving infertility was identified as a reason for premarital pregnancy
inn some poorer sections of Yoruba society. It emerged as a legitimate reason for
divorce,, as an expected and actual outcome of a botched abortion and as a majorr factor influencing non-use of modern contraception. Inhorn (i994a:45S>)
wrote:: 'Infertility provides a convenient lens through which issues of fertility
cann be explored. Indeed, infertility and fertility exist in dialectical relationship
off contrast, such that understanding one leads to a much greater understanding
off the other...'. To be able to analyse the role of infertility in induced abortion,
thiss chapter takes a closer look at the preoccupation with fertility and infertility
inn Yoruba society. The chapter will focus on community perceptions concerningg infertility, on the coping strategies that infertile women adopt and the experiencess of infertile women, especially where it concerns the relationship with
theirr husbands and in-laws.
SourcesSources of information
Mostt of the data presented in this chapter is qualitative. The purely qualitative
dataa originate from in-depth interviews with women, biomedical and ethnomedicall service providers in the exploratory phases of the study; from FGDs
withh community women and men; from group sessions and in-depth interviewss with TBAs and from interviews with other service providers of infertility
treatment.. The semi-structured interviews with women in the infertility, ANC
andd community surveys, and the self-administered questionnaires by secondary
schooll students provided qualitative and quantitative data.
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Sources o f information for Chapter 8: Infertility

studystudy populations
Infertilityy clients in infertility survey

sample size / data collection methods
69 interviews (53 at public hospitals, 16 at TBA clinics)

Womenn with (past) infertility problems 37 interviews (27 in TBA clinics, 7 in community, 3 at
publicc hospitals)
Womenn in ANC and community surveys 163 interviews (118 in community survey, 45 in ANC
whoo (ever) had infertility problems
survey)
Secondaryy school students
Communityy groups

196 'complete the sentence' questions in
self-administeredd questionnaire
5 focus group discussions older women, 5 with
youngerr women and 5 with men

Traditionall birth attendants

42 in-depth interviews; discussions and group work
duringg workshops

(Other)) providers o f infertility
treatmentss
Womenn with abortion
complicationss in hospital

Interviews with several biomedical health staff, one woli
(prophet) o f the Celestial Church and one babatawo
41 in-depth interviews

Communityy women (through
networking) )

7 in-depth exploratory interviews

Definitions Definitions
Thee official WHO definition of infertility is 'the failure of a couple to establish a
pregnancyy after one year of having unprotected sexual intercourse, no matter
whetherr there was a pregnancy before or not; i.e. secondary or primary infertility'' (Okonoftia 19963:1). Some demographers define infertility using longer
periodss of time.
Thee word for infertility in Yoruba language is airomgbi (literally: unable to
bearr child). Yoruba further differentiate between types of infertility: never havingg conceived, never having delivered a live birth, not having living children
andd having only one or two children. Barrenness (i.e. never having conceived)
carriess the highest stigma and having only one or two children and being unable
too have more, carries the least. Yoruba give barren women nicknames such as
aganagan (barren, held in contempt) or ako (male). Okobo, which means 'impotent',
iss the nickname for an infertile man. Women who got pregnant but have never
deliveredd a live baby, (i.e. who had a miscarriage or stillbirth), or women whose
child(ren)) died at a young age are called iya abiku (mother of abiku children).
AbikuAbiku are believed to be spirit children that are born to die or die when still in
thee womb. These women have at least proved that they can conceive and thereforee are generally more respected than women who have never been pregnant.
Womenn may also have 'only' one or two children and then after that may be unableable to conceive more. This can cause problems in the relationship with the
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husbandd and his family who might mistreat the woman, but there is no special
namee for these women.
Thiss study considered a woman or man as having infertility problems when
(s)hee reported problems conceiving or producing a live birth. Most, but not all
off the reported infertility did fall within the WHO definition of one year.1 The
terminologyy and definitions that I use in the present study are as follows:
-- Infertility: perceived problem of conceiving or producing a live birth (also
whenn a person already has children, and not necessarily conforming the officiall WHO time period of one year);
-- Barrenness, inability of a woman (ever) to conceive;
-- Sterility: inability to impregnate (man) or conceive (woman);
-- Childlessness: having no living children. A childless woman may be barren, but
couldd also have conceived and lost her pregnancy due to miscarriage, abortion,, stillbirth or ectopic pregnancy. Her child(ren) also could have died after
theyy were born;
-- Sub-fertility: having at least one living child, but having perceived problems
eitherr in conceiving another or producing a live birth.
Barrennesss and sterility constitute primary infertility, childlessness could be
duee to primary or secondary infertility and sub-fertility is always caused by secondaryy infertility.

Sympathyy and accusations
Communityy perceptions of infertility, which reflect societal rules and norms,
formm the reality in which infertile women and men must live. Participants of
FGDss conducted in the community all said that infertility after marriage is a
seriouss problem. They shared their perceptions about couples without children
andd what they would advise them to do. Generally, both infertile men and
womenn are pitied for their predicament and people sympathise with them. By
usingg proverbs, community members speak words of encouragement and hope.
Thesee proverbs show the generally optimistic nature of Yoruba. Some proverbs
draww an analogy with fruits or animals that have many offspring, some give
consolationn that God will provide children, while others just picture the happy
future;; most proverbs are directed at women (see Table 8.2).1
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Yoruba proverbs t o encourage infertile persons, with English translation

YorubaYoruba proverbs about infertility
OgedeOgede kiigb'odo, koya agan

English translation
The plantain (banana) tree does not stay within the
streamm or river and remain without offspring [The
husbandd is the river]

EsuruEsuru kiiya agan

The yellow potato does not remain barren

AbimoAbimo le'mo ni t'eku eda

The rat gets plenty of children

OlqrunOlqrun a si e ni inu
HeHe aanu Oluwa kii su, asiko Oluwa loju

God will open your womb
The Mercy Land o f God does not get dark or cloudy,
God'ss time is the best

AganAgan a t'owo ala bo osun a fipaomo
nini ara

A barren woman will one time dip her hand into red
powder [traditional medicinal powder to smoothen
thee skin o f the baby and to clean rashes] and use it to
rubb the baby's body

BiakoBiako baku, ise ko tan

If you don't die, you can still do so many things [as
longg as there is life, there is hope]

Familyy members and community members advise die infertile couple on biomedical,, ethnomedical and spiritual treatments; they pray for them and continuee to encourage them. Concerned in-laws are said to take the wife for treatment.. Because infertility is often believed to not be the fault of the persons
concerned,, most community members sympathise with infertile women and
men.. Infertility may be a person's or a couple's destiny. Since community memberss consider God the ultimate giver of children, they reason one should not
abusee infertile people, because by doing so one would abuse the work and the
willl of God. Others believe that another cause of infertility for which persons
cannott be blamed might be that evildoers put a curse on them. When this is suspected,, community members advise the couple to visit a babalawo (Ifa priest)
whoo will consult the oracle to discover the cause and treatment for infertility.
However,, community attitudes towards an infertile person were said to dependd on the person's character and behaviour. In the case of an infertile
woman,, her behaviour, especially towards her in-laws, will be scrutinised. The
smallestt flaw could trigger rumours that the person has brought the infertility
uponn herself. Once the community starts gossiping, the life of an infertile personn becomes very difficult. The infertile man or woman can be mistreated on
anyy occasion by community members who do not like him or her. In the case of
ann infertile woman, her in-laws may also abuse her; a man would not suffer such
treatmentt from his in-laws. It is believed that such individuals or couples bring
aboutt their own infertility by breaking societal rules and norms that could eitherr cause physical problems or produce a supernatural punishment. Other
self-inflictedd infertility could be the result of promiscuity, abortion, witchcraft
andd sorcery. Infertile women may be suspected of being a witch themselves and
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infertilee men may also be accused of being involved with sorcery. These men
mayy be suspected of having sold their semen for money to a witch or babalawo
whoo used it to make a powerful charm.
Individuall women in exploratory interviews had a more negative view about
howw communities react to infertile women than the participants in the FGDs
did.. An explanation for this difference may be that the individual women gave
moree stereotypical and extreme examples, which usually constitute more 'appealing'' stories and linger in women's mind as something to be feared. They believedd that infertile women are always under suspicion, and must endure harsh
treatments,, especially from their in-laws who often advise their son to divorce
hiss wife or have children with another woman. One woman in an exploratory
intervieww commented, 'Especially those women who do not have children are
veryy envious of others who have them, they get bitter. They will do whatever
theyy can to destroy the other women with children'. Another woman said,
'Whenn women are infertile, people may say she is a witch. Witches have given
theirr womb to the witches meeting. They have children, but they are not for
people.. Infertile women are treated as outcasts'.
Whenn an infertile couple has tried all treatments for a long time (perhaps
tenn years) and still cannot have children, the community will advise them to
separatee and remarry in order to attempt to produce children with another partner.. If the problem is assumed to be with the wife and the husband does not
wantt to separate from her, he will be advised to take a second wife to have childrenn for him or try to have children with an 'outside wife'. It is believed that
suchh an action on his part may even make the first wife also able to conceive.
Theree is a proverb to console the first wife and to advise her to rejoice when the
secondd wife has a baby, because her own baby will come soon,' Ori omo lonpe
ontoonto waye'. 'It is the head of a child that brings another child to the world'.
Inn case the man is suspected or known to be the cause of the couple's inabilityy to produce a child, the FGD participants explained that the family of the wife
mightt ask her to separate and come back to her family. If the couple does not
wantt to separate they may decide for the wife to become impregnated by anotherr man and the husband will pretend the baby is his own; this happens in
onlyy extremely rare cases. This has to be done in utmost secrecy, because it is
nott socially accepted and his family might refuse the child.
Communityy perceptions about infertility will probably continue as they are
forr some time to come, because young boys and girls generally expressed the
samee negative opinions about infertile men and women as adults did. Table
8.3aa and 8.3b show the answers that secondary school students gave to the 'completee the sentence' questions on a woman and a man without children, in a
self-administeredd questionnaire for the present study.

266 6

SECRETT STRATEGIES

Tablee 8.3a. Answers o f secondary school students to 'complete the sentence' question on a
woman'ss infertility
answersanswers to the question: 'A woman without children

'

N=140

negativenegative emotions of the woman
Willl not be happy, she will not feel well

19%

negativenegative reactions ofothers
Shee is called 'barren', agan in Yoruba
Shee is abused, surfers, is treated badly {by the family o f the husband)
Shee is called a witch
Thee husband will not love her, he will marry another (his family will force him)
Shee is a nun

14%
11%
8%
8%
4%

aboutabout meaning ofher life
Shee has nothing in this life, she is unimportant, why did she come to this world
practicalpractical problems
Shee has no child to send anywhere, to care for her in old age, t o inherit her
properties,, nobody to bury her
advice advice
Shee should pray to God
otherother answers (each mentioned just a few times)*
TotalTotal

9%
5%

4%
18%
100%

** Including: 'is wicked to other children', 'had a baby before and threw the child away' and 'is called ogbanje'.

Tablee 8.3b. Answers o f secondary school students to 'complete the sentence' question on a
man'ss infertility
answersanswers to the question: 'A man without children....'
negativenegative emotions ofman
Feelss sad, feels not well, is not happy
negativenegative reaction of others
Iss impotent, okobo in Yoruba, has a problem with his sexual ability, his sperm
iss not good
AA bachelor
Iss a monk, a reverend father
practicalpractical future problems
Hass nobody to inherit his property, no child to bury him, nobody to rely on in
future,, nobody t o inherit his name
aboutabout meaning of life
Iss a nothing man, has nothing in this life

N=103
15%
14%
7%
6%
13%

8%

Advice Advice
Hee should look for another wife
otherother answers (each mentioned just a few times) *
TotalTotal

6%
31%
100%

** Including: 'will be insulted', 'used his penis for money', 'has done bad things when he was young', 'is a
homosexual',, 'is a wizard', and 'means his wife is not attractive or sexual'.
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Inn the eyes of Yoruba youth (there were noo differences between girls and boys),
thee life of infertile women and men is very miserable. All believed that having
noo children points at an infertility problem. None of the Yoruba students suggested,, as Dutch students did in a similar questionnaire, that not having childrenn might be a deliberate choice of a person or that childlessness could be
advantageouss in having more time for other pursuits such as a career.3
Thee perceptions of infertility by community members indicate that it is
consideredd a major problem for the people concerned, and that more often than
not,, infertility of a couple is attributed to the wife. Generally, there are more
ruless and regulations for women than for men in Yoruba society, and the behaviourr of women, both married and unmarried, is scrutinised more carefully than
thatt of men. Infertility is the worst thing that can happen to a person; an infertilee person is at risk of being ostracisedd from society. Thus, it is no surprise that
infertilityy is believed to be the penalty for violating societal rules. In this way,
thee threat of the stigma of infertility helps perpetuate dominant societal rules. It
motivatess individuals to comply with societal norms and refrain from dissident
behaviour. .

Prevalencee of infertility
Demographerss and health professionals can use several definitions when measuringg infertility in a population. Many count women as being infertile when
theyy have been married for at least five years and report that they have not had a
livee child in the five years prior to the survey. Women who are childless at the
endd of their reproductive years are also counted as infertile (Ericksen & Brunettee 1996:210-211). A problem with these studies is that they do not differentiatee between voluntary child spacing and involuntary infertility. In addition,
theyy do not take into account pregnancy wastage because of induced abortion,
miscarriagee or stillbirth. Moreover, they do not differentiate between primary
andd secondary infertility. Okonofua estimated the prevalence of involuntary infertilityy in Nigeria using the WHO definition of infertility. His findings suggest
thatt about 20% of the couples in Nigeria had or have had infertility problems
(Okonofuaa 1996^957). Larsen (1995:140) estimates that one percent of women
inn Southwest Nigeria is childless due to primary or secondary infertility. (Other
womenn may be childless because children have died after birth.) Her estimate is
basedd on data from the 1990 Nigerian Demographic and Health Survey.4
Thee data of the present study support Okonofua's figures on involuntary
infertility.. Among the 652 women interviewed in the community survey, 18%
weree (ever) infertile. Ifwe only consider the women who had ever been married,
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23%% reported having had infertility problems.'At the time of the interview, 13%
off the married women in the community survey reported infertility problems.
Thee period of time during which they had been waiting to get pregnant ranged
fromm a few months to 25 years with a mean of 4.2 years. Table 8.4 shows the
numberr of years of infertility problems, reported by 47 women with past problemss and by 71 presently infertile women in the community survey.
Tablee 8.4.

Time period for past and present infertility problems reported by women in the
communityy survey

periodperiod of time of infertility problems

past infertility problems (N-47)

Lesss than one year

present infertility problems (N-71)

-

8%*

II - 2 years

38%

3%

33 - 4 years

38%

24%

5 - 7 y e a r ss

19%

17%

4%

10%

-

8%

8 - 1 00 years
I II years and more
Total**Total**

100%

700%

**

Four of these six women had just married this year and have not had any pregnancy; one has two
childrenn already and visits the TBA for prevention of possible infertility problems; one had a miscarriage
beforee her marriage and visits the church to pray for conception.
* ** Totals may not add up to 100% due to rounding

Tablee 8.4 shows that most women with past infertility problems conceived
withinn four years of trying (76%), but that about one-quarter also conceived
afterr a longer period. Complaints about infertility were mostly about sub-fertility.. Very few Yoruba women in the present study were or would probably be
(att the end of their reproductive life) actually childless because of being barren,
althoughh more women may remain childless because of secondary infertility
(Tablee 8.5). Thus the figures on childlessness because of primary or secondary
infertilityy may well appear to be higher than those cited by Larsen.
Tablee 8.5.

Type o f infertility presently suffered by women in the community survey, by
durationn o f time they have been waiting to conceive

periodperiod of infertility

barren barren

childless childless sub-fertile sub-fertile

NN

Lesss than oneyear r

44

11

11

66

11 - 2 years

33

99

11 1

23 3

33 - 4 years

11

11

15 5

17 7

55 - 7 years

00

33

99

12 2

8 - 1 00 years

00

22

55

77

111 years andmore e
All All

00

22

44

88 (11%)

18(25%) 18(25%) 4545 (63%)

66
7171 (100%)
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Tablee 8.5 indicates that of the 71 community women who reported infertility
problemss at the time of the survey, 11% were barren, 25% were childless and
63%% were sub-fertile. However, the duration of time during which women reportedd being infertile may qualify the rather high figures for (reported) barrenness.. The four women who had tried to conceive for the first time for less than a
yearr will most probably conceive, as well as the three women who had tried for
onee or two years. The woman who had tried to conceive for three years was only
233 years old and still had a good chance of becoming pregnant.6 Concerning the
188 childless (but not barren) women who complained of infertility, the most
commonn outcome of their previous pregnancies was one or more miscarriages
orr children who died. Only two of these childless community women reported
thatt they had had an abortion. The number of children the sub-fertile communityy women had who complained of present infertility ranged from 1 to 6, with
aa mean of 2.3 children per woman.7 In half the cases of women who had more
thann four living children and still wanted another child, they had a new husbandd and wanted a child from him. One woman with six children in a village in
Epee who declared herself infertile expressed a traditional reason for having
manyy children: She needed more hands to help on the farm.
Thee 69 women in the infertility survey who were clients of public hospitals
andd TBAs seemed to have more serious infertility problems than the women in
thee community survey who complained of infertility. Table 8.6 shows that
moree of the infertility clients did not yet have children; 15% were barren, 49%
weree childless and 36% were sub-fertile.
Tablee 8.6.

Type o f infertility o f women in the infertility survey, by duration o f time they have
beenn waiting to conceive

periodperiod of infertility

barren barren

childless childless sub-fertile sub-fertile

NN

Lesss than one year

22

22

22

66

1 - 22 years

22

13 3

13 3

28 8

33 - 4 years

22

12 2

77

21 1

55 - 7 years

33

44

11

88

Moree than 7 years

11

33

22

All All

10(15%) 10(15%) 3434 (49%)

25(36%) 25(36%)

66
69(100%) 69(100%)

Thee barren and childless women in the infertility survey (in Table 8.6) have had
theirr infertility problems longer than the women in the community survey (in
Tablee 8.5). The number of children the sub-fertile women whom we interviewedd in the infertility clinics have had ranged from 1 to 6, with a mean of 2.4
childrenn per woman, and was about the same as the number of children infertile
womenn in the community have had. Four of the sub-fertile women had
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childrenn from their first husband only. T h e 34 childless women interviewed in
thee infertility clinics had had between 1 and 5 pregnancies that they lost through
inducedd abortion, miscarriage, ectopic pregnancy, stillbirth or death of the
childd after birth. The prevalence of abortion among the 34 childless women was
high;; 19 women had had at least one abortion. In a later section of this chapter I
willl discuss the rate of infertility problems, which were probably caused by inducedd abortion, but first I will turn to explanations for infertility

Lookingg for a cause
Attemptingg to explain unusual events and undesirable occurrences is part of
h u m a nn nature; infertile women also try to look for the causes of this unwanted
problem.. Yoruba believe in the physical causes of infertility used by biomedicall doctors, such as hormonal imbalance, blocked tubes due to infection or an
incompetentt cervix. However, they also have ethnomedical and spiritual explanationss of infertility, which are not recognised by biomedicine. These more
traditionall explanations are still common, but they have often been blended
withh biomedical ideas (see below). Causes may be interrelated; for example
theree may be an underlying spiritual force behind a (biomedical or ethnomedical)) physical problem that causes infertility. Problems may arrive without
anyy underlying reason, but may also be related to a person's behaviour. Figure
8.11 pictures the categories of causes of infertility and their interrelationships, as
deducedd from the explanations of TBAs, other ethnomedical healers and communityy members who were participants in FGDs.
Figuree 8 . 1 . Causes of infertility as perceived by Yoruba

physicall problem
** ethnomedical
** biomedical
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Thee seminars with TBAs proved particularly illuminating about the many possiblee traditional causes of infertility. TBAs have comprehensive infertility aetiologiess and could explicate how they looked for the signs and symptoms of these,
whichh then influence their treatment (see also Koster-Oyekan 1999:15-19). For
thee purpose of this book, I limit myself to a summary of the main causes, some
off which were already mentioned when discussing the community opinions
aboutt infertility, but are elaborated here.
AA common ethnomedical cause of infertility is ?da, when too much sperm is
believedd to flow out of the vagina after intercourse. This may be either direcdy
afterr intercourse, when the woman is still lying down, called fda idubufy (literally:: ^da when lying down), when she stands up, or after some time, even after
days,, ?da iduro or eda /&& (literally: fda when standing up). TBAs said that there
iss always some (da, because not all the sperm remains in the woman's body.
However,, it becomes a problem when too much flows out. Another major
ethnomedicall cause of infertility is various types of worms, aran, which either
preventt conception or cause miscarriage. The most common type of worms is
aranginisa,aranginisa, which is believed to be in every woman's womb and is necessary for
pregnancy.99 When aran ginisa become excessive or aggressive, they can cause
miscarriage.. The notion that something 'normal' may become a problem when
itt becomes excessive is common, as seen with the third main cause of infertility,
whichh is iju, fibroid in the uterus. A fibroid that is too big is believed to prevent
conceptionn or cause miscarriage, whereas every woman should have a small
intrauterinee fibroid, which is needed for conception.10 Eda, iju and aran ginisa
mayy become abnormal without a clear reason, because of a spiritual problem or
immorall behaviour of the woman. Yoruba acknowledge that men can also have
ethnomedicall problems that cause infertility: watery sperm, internal heat, impotencee or aran ps?, which is a worm in the leg. TBAs said they would normally
lookk for ethnomedical causes first and by their treatments follow a trial-anderrorr approach to diagnosis. For example, if a woman gets pregnant after a
treatmentt for f da, the TBA would conclude that fda was the cause of infertility.
TBAss said they would start suspecting spiritual causes for infertility if all
theirr treatments of possible ethnomedical causes prove ineffective, when some
physicall signs of spiritual problems (such as specific rashes) abound or when the
oraclee has indicated a spiritual cause. Spiritual causes are mainly related to juju,
orr magic, which is generally a very strong belief in Yoruba society. Jealous
co-wives,, dumped lovers, wicked human beings, evil spirits, annoyed ancestors,
sorcererss or witches may all use juju to cause infertility. Sometimes an infertile
womann may be accused of being a witch or evil spirit herself. Her infertility is
consideredd proof of her status as a witch or evil spirit because witches and evil
spiritss are said not to have any children in this world, but only in the spirit
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world.. Another spiritual ground for infertility is having sexual affairs with
spirits.. A single or married woman may have a spirit husband, gko orun, who
visitss her in her dreams and has sex with her." A man can have sex with several
spiritss (men are also allowed to be polygynous in their dreams). This too causes
himm not to be able to impregnate his earthly wife.
Besidess the ethnomedical and spiritual causes of infertility, Yoruba believe
inn destiny (fate) as the intention of God. It could be a person's or a couples' destinyy to be childless. In the case of a couple, their blood is said to be 'incompatible'.122 However, the man and woman could have children with another partner.
Althoughh one is believed to have pledged one's destiny at birth, this may still be
affectedd by outside influences or one's behaviour. In keeping with their optimisticc approach to life, Yoruba women with infertility problems accept that
theyy were really destined to not have children only after they reach menopause.
Beforee that time, they try to influence their suspected destiny in various ways
andd always continue to believe in miracles.
Individual'ss dissident behaviour could cause infertility, as was briefly indicatedd earlier in this chapter. Most non-conforming behaviour relates to the violationn of dominant rules about sexual behaviour, such as having multiple sexual
partners,, being exceptionally young at first intercourse, having extramarital affairs,, inducing abortion and using modern contraception. Such behaviour may
causee physical problems, both ethnomedical and biomedical, or bring about
spirituall causes for infertility. Induced abortion is considered a major transgressionn in Yoruba society.
Thee TBAs explained the different ways in which induced abortion might
causee infertility. TBAs said that too many D&Cs might weaken a woman's cervix
orr uterus and thus result in habitual miscarriages, just as biomedical health
workersworkers claim. Abortion by D&C, insertion of other instruments and substances
orr swallowing drugs could damage the womb, which makes the uterus unfit to
carryy a baby or makes it unable to conceive. TBAs also perceived severe and prolongedd bleeding after abortion as a risk to future fertility. In addition to problemss acknowledged by biomedicine, TBAs recognised ethnomedical problems
resultingg from abortion. Blood remaining in the womb after the abortion might
clott and cause a fibroid to increase in size and become too big. Weakening of
thee cervix due to many D&Cs may result in too much sperm to flow out after
intercoursee (eda), which prevents fertilisation. Abortion could also cause infertilityy problems of a spiritual nature. It may affect the outcome of the woman's
destiny,, for no one knows the number of children one is destined to have, and
byy aborting one or more pregnancies, a woman may abort the only children allottedd to her. Abortion might also lead to the wrath of ancestors or family orisa,
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especiallyy in families where an explicit taboo on abortion exists; an abortion
mayy cause them to punish the woman with infertility."
TBAs,, like most Yoruba, are ambivalent about modern contraception. They
explainedd how the use of it might cause infertility, which indicated some
knowledgee of biomedicine. TBAs said that modern contraceptives could 'spoil'
somethingg inside the womb, cause a fibroid to grow or irreversibly disturb the
hormonall and menstrual cycle. Oral contraceptive pills (OCP) and injectables
weree especially believed to cause infertility because they 'work with the blood'.
However,, some traditional contraceptives could also cause infertility, for instance
iff the knowledge of the antidote for a semi-permanent contraceptive such as
asejfasejf (herbal soup) becomes lost. The woman in the history below believed this
too be the cause of her infertility problems.
AA 31 year-old, well-off Christian businesswoman, who had two children from
herr first marriage who have both died, is now in her second marriage. She has
hadd no abortions or miscarriages: "I have used contraception, both traditional
andd orthodox. I think it is the traditional that is affecting me now. After my
secondd child my mother-in-law [mother of her first husband] bought me some
asejf.asejf. She told me that it was for family planning and that she had used it herself.. Some two years later my husband took another wife and my first child
died.. I moved out from my husband's house and was living alone. When my
secondd child died some eleven months later I decided to remarry. [She said her
firstt child died 'just like that', while her second child was sick first.] Ever since,
II have been going from one hospital to the other and from one traditional
herbalistt to the other, just to get pregnant again. I think the asejf that my first
mother-in-laww gave me makes me not able to get pregnant till this time. I remarriedd one year and eight months ago. My first mother-in-law is very sick now
andd she is the only one who knows what I can use to reverse the situation. [The
womann started crying and we had to stop the interview.]
Womenn and men are also believed to be able to bring infertility upon themselves
whenn they violate family taboos (other than those related to abortion, such as
nott eating certain foods) or covenants, and when they offend family ancestors
andd orisa (deities) or any other person, including previous sexual partners. Promiscuityy carries a high risk of contracting atgsi (gonorrhoea), which causes the
bodyy to become 'too hot'. This in turn results in ethnomedical problems causing
infertility:: fda for the woman, or watery sperm for the man.
Basedd on the history of the infertility clients they treat, the TBAs involved in
diee present study said that the ethnomedical causes of fda, aran ginisa and fibroidss are the main causes of infertility problems. The next most common cause
off infertility is that which results from the person's previous behaviour and is
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mainlyy due to the physical complications of induced abortion. They believed
thatt spiritual causes and juju by jealous and evil persons are less common, and
thatt only very few women and men are destined not to have any children. TBAs
acknowledgedd that the husband might be responsible for a couple's infertility,
butt thought that this was rare. They said they would always examine the wife
firstfirst and only if no cause could be found, would they test her husband.
Whenn we asked 113 women with present and past infertility problems in the
ANCC survey and the community survey what they thought the cause of their infertilityy was, most women attributed it to physical causes, of which more were
ethnomedicall (especially aran ginisa and eda) than biomedical. Only a few
womenn (13% of all) blamed themselves for their infertility; the 'present infertility'' clients because they had an induced abortion and the women with 'past infertility'' problems because they had used modern contraception. Some women
whoo feared that their abortion might be the cause of their present infertility said
thingss like 'probably God is annoyed with me'. However, a large group (25% of
all)) said they did not know the cause of their infertility, perhaps because they
suspectt they themselves are to blame, and do not want to admit it. Putting
thoughtss into words makes them become more real.14

Copingg with infertility
Beingg infertile or facing the threat of infertility in Yoruba society is stressful;
thosee who are suffering such a plight will try to resolve the situation one way or
another.. In Yoruba society, the main strategies for coping with infertility are
moree those of problem-solving than emotion-focused coping. Very few Yoruba
womenn and men will resort to emotion-focused coping by deciding voluntarily
too live without children and to look for other ways of leading a fulfilling life. Infertilityy is an undesirable status and infertile women and men will take actions
intendedd to avoid a childless life and the stigma of infertility. Some take traditionall preventive treatments even before there is an actual problem. Once there
clearlyy is a problem, both women and men will try all sorts of infertility treatments.. If all treatments seem to fail, Yoruba will try to secure having children in
anotherr way.
PreventionPrevention of infertility
Thee mere threat of infertility is the reason that many women visit a traditional
providerr for prevention of possible infertility. After just a few months of trying
too conceive, women often visit the olomo weweto get herbal drinks that prevent
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anythingg that could go wrong from happening (see also Maclean 1982:168, for
Yorubaa in Oyo State). Many women had also attempted to prevent (secondary)
infertilityy by going for a D&C in a private hospital of their own initiative, after a
miscarriagee or abortion, to clean the uterus of all possible dirt that could cause
problemss with conceiving in future." Yoruba call this jb inu, which literally
meansmeans 'to wash the inside*.
Manyy pregnant Yoruba women interviewed in the present study were takingg preventive measures against the threat of miscarriage by evil forces that may
tryy to tamper with their pregnancy. Taking preventive measures against miscarriagee is called ideyun or oyun dide (literally: to tie the pregnancy), also described
byy Adetunji for Yoruba in Ondo State (1996:1564). Women said they tried not
too walk outside in the hot sun between 12 PM and 3 PM and at night between 12
AMM and 6 AM, when evil spirits are out. These spirits could cause miscarriages;
theyy could also cause the baby to be malformed or be possessed by an evil spirit.
Ass mentioned before, many pregnant women carried a safety pin and a small
stonee in their rappa, these are believed to protect them and their unborn babies
fromm those spirits. They also wear an oruka, a medicinal ring prepared by the
TBA,, to prevent miscarriage. TBAs have several ways to prevent a pregnancy
fromm 'coming down' and each TBA has his or her own methods. In an exploratoryy interview, one woman reported that the TBA had rubbed an egg upward
overr her abdomen when she was two months' pregnant. The TBA had kept this
eggg somewhere until one week before the expected delivery, when he had
rubbedd it downwards over her abdomen, to free the foetus. She delivered safely
onee week later.
InfertilityInfertility treatment
Givenn the fact that Yoruba perceive infertility to be a very serious problem and
givenn the entrepreneurial character of Yoruba society, it is not surprising that
manyy different treatments for infertility are offered: biomedical, ethnomedical
andd spiritual. In private and public biomedical hospitals and clinics, women
cann have a scan made of their uterus, have hormonal levels tested or have surgeryy to remove fibroids or open blocked ovarian tubes. Women are treated for
infertilityy with oral medicines and injections. None of the women with infertilityy problems involved in the present study had in-vitro/vivo fertilisation (IVF)
treatment,, and I am not sure whether these services are even provided in Lagos
State.. If they are, they are rare and will be extremely expensive.
Thee TBAs give both ethnomedical and spiritual treatments for infertility.
Theirr medicines include aseje (medicinal soup), agbo (herbal medicinal tea) and
ebuebu (black medicinal herbal powder) or they may make gbere (incisions into
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whichh medicine is rubbed). Some of the TBAs said they sometimes sent their
infertilee clients to the hospital for investigations. From the results of these hospitall tests, the TBAs would deduce which treatments to prescribe.
WoliWoli (prophets of spiritual churches) and babalawo (Ifa priests) treat spirituall causes of infertility. T h e babalawo uses divination to find out the cause of
thee infertility. A babalawo explained that he uses cowry shells, kola nuts or any
otherr divination instrument to consult the Ifa oracle. The oracle may tell him
thatt certain deities or ancestors are annoyed with the infertile woman, man or
familyy because they have not fulfilled their ceremonial obligations or did not
observee certain taboos. T h e oracle would then indicate which sacrifices to make
too appease the deities or ancestors. T h e oracle may also indicate that witches or
otherr babalawo have put a spell on the woman. In that case, the babalawo may
curee the woman by using his own spiritual power in a ceremony to undo the
spell.. T h e woman will have to buy ingredients, such as kola nuts, gin, a cock
andd a goat for the ceremony and pay him a fee.
Spirituall churches, including Aladura and Pentecostal churches hold special
weeklyy sessions for women who have problems conceiving. An attendant of the
Cherubimm and Seraphim church (one of the Aladura churches) told us about
thosee sessions for agan, barren women in his church.
Onn Tuesdays, the agan come to the church with water and fruits. Fruits are
important,, because fruits grow wherever you throw them [most Yoruba live in
aa tropical climate with fertile soil, where indeed everything germinates]. The
fruitss to bring are bananas and oranges. No papaw, because these may be possessedd by evil power. Many women come to this church after having visited
severall healers. The woli [priest] will tell them what to do: fasting, praying,
takee a sip from the mixture of perfume and olive oil that he has prayed over.
Whenn women do this a few times they will conceive when sleeping with their
husband.. Women will also bathe in the stream. Sometimes there are special
prayerr nights from 12 o'clock midnight to 5 o'clock in the morning to frighten
witchess and ogbanje [evil spirits] who at this time are around. The woli may
pointt to the agan and say that she is possessed by ogbanje, causing her infertility.. The woman should be ready to have treatment to get the ogbanje out. The
woliwoli may also say that she has spoilt her womb by sleeping with too many men,
orr has done abortions. Women who come for treatment should promise somethingg to the church when they do get pregnant. This could even be a car.
Moree than four-fifths of women who reported infertility problems interviewed
inn the community and ANC surveys sought treatment for it.' Only a minority
didd not, and hoped the problems would be solved naturally. The choice for a
providerr appeared to depend on several factors related to the believed cause for
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infertility,, the availability, cost and accessibility of the providers. The interviewss with women in the community survey who had infertility problems
showedd the important role of TBAs in infertility treatments (see Table S.y).t7
Tablee 8.7.

Infertile women's utilisation o f infertility treatment providers in the community
survey,, by location (multiple response)

provider provider

Lag>s(N-41) Lag>s(N-41)EpeEpe (N-S4)

allall (N=9S)

TBA A

49% %

72% %

62% %

Biomedicall provider

69% %

33% %

48% %

Publicc health institution

(32%) )

(24%) )

(27%) )

Privatee health institution

(37%) )

(9%) )

(21%) )

Church* *
Babalawo Babalawo
Other** *

2% %

19% %

19% %

12% %

6% %

8% %

5% %

4% %

4% %

**

12 went to an Madura church, mostly Cherubim & Seraphim, while 6 went to a Pentecostal church

* **

'Others' were an Alfa in the mosque, a neighbour who gave herbs and a drug peddler

Inn Epe, considerably more women with infertility problems went to a TBA than
inn Lagos, where the majority of women interviewed went to biomedical providers,, especially to private clinics and hospitals. This may be a matter of preference,, but also of availability. In all areas of Lagos town there are many private
biomedicall institutions, whereas in Epe LGA there are very few; all but one are
concentratedd in the LGA headquarter. However, women do not stick to one
providerr in their quest for infertility treatment. They try several and hope that
onee will work. More than one-third of the 95 women in the community survey
whoo sought treatment for infertility problems consulted more than one provider.. Some had even gone to three or even four different providers for infertilityy treatment at the time we interviewed them.
Thatt women shop around for services was also illustrated by the experiences
off women of the infertility survey interviewed in public gynae clinics and TBA
clinics.. Of the 53 infertility clients who were interviewed in public hospitals,
55%% had visited another service provider, while 69% of the 16 women whom we
interviewedd at TBA clinics had gone to another service provider. Most used the
differentt providers consecutively, but some used them at the same time (23% of
thee hospital informants and 16% of the infertility clients in TBA clinics). Women
attendedd the church infertility services throughout the course of their treatmentss at biomedical and ethnomedical healers, because, as they said, 'In the
endd it is always God who gives children'. They only give up seeking infertility
treatmentss when they become pregnant or reach menopause.
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AA 49 year-old Christian married woman of high educational, social and economicc status shared her struggle to conceive: "I married when I was 21 years
old.. I tried for 23 years to get pregnant. I went to many doctors, in Nigeria, UK
andd the US who made my husband and me have all sort of tests. I had my fallopiann tubes unblocked by a doctor in Ibadan [city about two-hours-drive from
Lagos].. I also went to two traditional healers. My friends who were concerned
hadd advised me to consult them and I did for two years. I was willing to try anything.. I was around 34 years old then. I was not impressed with the traditional
healers.. They would ask all sorts of questions, they consulted their oracle and
gavee me medication for what they assumed to be the problem [trial-and-error
treatment].. They did not do any physical examinations. My husband and I
decidedd to really focus our attention on getting children. Therefore I gave up
myy job as a secretary and went to the US. Finally I had a huge fibroid removed
byy D&C and I got pregnant. I got a baby girl when 1 was 44."
Byy going to various providers, a woman optimises her chance of solving her
problem.. However, it may also be confusing. Different providers often give divergentt reasons for the problems. The church may say the infertile woman is
possessedd by evil forces and needs special ceremonies to get rid of them. T h e
TBAA may give her agbo and fbu (black powder) against aranginisa. Meanwhile,
thee doctor says she has a hormonal imbalance and needs to buy medicines to
correctt this.
AA 32 year-old Muslim trader with a secondary school certificate, married ten
yearss ago as the second wife of her husband who now has three wives. She is
fivefive months pregnant with her first child: "To me, I now believe that God was
justt not ready to give me a child yet. I went to a private hospital, but was not
toldd what was wrong with me, because I did not co-operate with the hospital
staff.. I did not want to do a certain test [hysterosalpinogogram] because I
thoughtt it might destroy my womb. In the church I met various false prophets
whoo told me different things. Some said that I was bewitched, that it was due
too the sins I had committed, some said it was the first wife of my husband who
wass behind it, and some thought that my mother-in-law was the cause. Some
evenn said that my own mother was a witch who was after me. The babalawo
saidd my infertility was due to eda, and gave me different types of concoctions
andd asked me to perform several rituals, which I did. The TBA did not really
sayy what was the cause, but gave me many local concoctions to drink."
Biomedicall doctors know that their infertility patients also go to spiritual healerss and TBAs, especially for treatment of infertility that they believe is caused by
spirituall problems. Some doctors whom we interviewed for the present study
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saidd they believed in these causes, but that they do not have medicines to treat
them.. The following history of an infertile woman also indicated that the nurse
whoo attended her believed in causes of infertility other than biomedical ones.
AA married businesswoman of 32 years with three children:"... I had three childrenn before I did coil in 1994. I removed it in June 1997 and ever since
[one-and-a-halff years] I have not been pregnant. I went back to the same hospitall where they did the coil and complained that since I removed it I have not
beenn able to get pregnant. The nurse was shouting to me on top of her voice
thatt I should go and check my family. That maybe they are the ones that cause
myy infertility and that I should not spoil her job."
Yet,, some of the doctors of the public hospital were fiercely against everything
traditionall health-care providers do. A doctor in the gynae clinic told me, They
doo too much harm. Just last week we got a woman who had been treated for infertilityy by a traditional healer. She had to rub black powder in her vagina. Her
vaginaa was all scarred, as if she was burned.' Doctors of the public hospital
pointedd out how private hospitals and clinics exploit the situation. These privatee 'infertility clinics' advertise in buses by educators giving talks and handing
outt flyers, about how they can solve infertility problems using scans to find the
underlyingg problems. However, public service doctors believed that in many of
thesee private hospitals unqualified personnel (quacks) act as doctors and misleadd infertile clients.
Evidently,, provider choice is related to what women (and their relatives) believee to be the cause of infertility. If women believed the cause was spiritual,
theyy did not go to a biomedical hospital first. However, they would often let
theirr choice be directed by what they had heard about providers from people
theyy know, especially if they had no idea about the cause. Most providers appearedd to be publicised byword of mouth. The 69 infertility clients in the infertilityy survey had travelled long distances to consult certain providers whose
treatmentss they had heard about as being successful. Female friends were the
mostt important source of information, particularly in the cases of women who
wentt to the hospital. Female relatives (mostly in-laws) also played a relatively
bigg role in the choice of a provider, especially in terms of choice of TBA. Only
threee women went to a provider of their own initiative, all of these women went
too the hospital. Husbands seem to play only a minor role in decision-making, as
justt one woman had been directed by her husband, to a TBA (see Table 8.8).
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Infertility clients' source o f information about their present provider

sourcesource of information

TBATBA clients (N-16)
hospitalhospital clients (N-53)

all(N-69) all(N-69)

Femalee friend

51% %

44% %

49% %

Relativee *

15% %

25% %

17% %

Neighbour/peoplee around

15% %

13% %

15% %

Colleague e

6% %

1" "

6% %

Nobodyy (went alone)

6% %

--

4% %

--

rr

1nn

Husband d
Otherss * *

8% %

All*** All***

100% 100%

i

nn

100% 100%

7% %
100% 100%

Source:Source: infertility survey
**
All were female, including sister (in-law), auntie, mother (in-law), and first wife o f the husband
* ** Men and women including husband's friend, family friend, retired matron from the hospital and housemaid
* * ** Figures may not add up to 100% due to rounding
Numberss are given instead o f percentages if the figure is only 1

Decision-makingg also depends on the cost of treatment and the money available.too pay for it Several women mentioned spontaneously that they had to stop
certainn treatments because of the cost. Analysis of what women reported to have
spentt on their treatments indicates that in general, clients spent less money in
TBAA clinics than in biomedical hospitals, either private or government owned.
OtherOther wives
If,, after a few years of marriage, their wives have not conceived, the mostt commonn and socially accepted strategy that men use to secure children is to marry a
secondd wife. In Yoruba tradition, a man can marry as many wives as he can afford.. Those marriages cannot be contracted in the church or at the Registry,
butt only through a traditional ceremony or in the mosque. In the present
study,, several women in polygynous marriages reported that their husbands
hadd married another wife when they were not able to conceive or give him
enoughh children.
AA 27 year-old Muslim woman has not been pregnant since she married five
yearss ago: "I have been trying to get pregnant for five years. I went to the glomo
wewewewe for two years who gave me agboy without telling me what the cause of my
infertilityy was. He just said I would conceive after taking the agbo. I stopped
becausee there was no result. Then I went to the maternity hospital [where this
intervieww took place]. I have been coming here for three years already. They
didd various tests, urine test, scan, X-ray and they tested my hormonal levels,
butt they did not find anything wrong with me. My husband got impatient
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afterr three years and took a second wife. My in-laws do not recognise me anymoree as a wife. They even do not want to eat my food anymore. I believe that
thee cause for my infertility is that someone is really against me, but I would not
knoww who that person is."
Thee threatofone's husband marrying another wife because no children are producedd is always there. Ideally the wife should understand and respect this, but I
didd not find any woman who was happy with her husband's decision.
AA 38 year-old married Christian schoolteacher who has (only) one 15 year-old
sonn anticipated what her husband would do if she did not conceive again: "I
likee to live with my husband under one roof. It depends on the situation how
womenn in a polygynous home live together. If they are jealous, they can make
lifee very difficult for each other. I originate from a polygynous household and
theree was a lot of trouble between wives. For me, I expect that my husband will
comee home one day with another woman, especially because I have this problemm of secondary infertility. We have never discussed it, my husband and I,
butt I will not take it when he comes home with another woman. I will move
outt as soon as the other moves in."
Menn who want children do not necessarily have to marry the mothers of these
children.. As explained earlier, in Yoruba tradition, children born outside of
marriagee are accepted into the patrilineage when the father acknowledges the
childrenn as his. They are then granted a legal status. Several women with infertilityy problems whom we interviewed said their husbands fathered a child from
ann extramarital affair. They had to accept the situation and understand the importancee of the perpetuation of the patrilineage.
AA 49 year-old Christian woman with a post-secondary education and high sociall status married when she was 21 and waited for 23 years for her first child.
Shee told me: "All this time [that she tried to conceive], everybody was very
sympathetic,, my husband, family and in-laws. My husband and I did not want
too divorce because of our problem. My husband had two daughters with other
womenn that I took care of from when they were around ten years old [they are
inn their early twenties now]. I was just confronted with the situation; it was not
aa joint decision. I never wanted to be involved in the background of the affair
off my husband with the mothers of these children, or their feelings about the
situationn that their daughters had to live with the father."
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Cuckolds Cuckolds
AA woman who wants to stay with her infertile husband because of love or becausee of money (either he is rich and gives her money, or she and her relatives
havee no money to pay back the bridewealth upon divorce), has the option of
gettingg pregnant from another man. She would have to do so in utmost secrecy,
becausee her husband and his family would not accept a child that biologically
(andd thus spiritually) does not belong to their patrilineage. So, it is no surprise
thatt in this study I could never verify from firsthand experience that a woman
becamee pregnant from a man other than her infertile husband. However, I recordedd stories told by some doctors about their clients and by some women
duringg the in-depth interviews who had heard such stories from a doctor who
wass their friend.
AA doctor in the gynae clinic of a public hospital recounted: "I once had a clientt who was a very rich Alhadji [a title for a Muslim who has been for pilgrimagee to Mecca]. He came to my clinic with his fourth young wife of 19 years
old,, worried that she had not conceived yet. His three other wives had childrenn already. I performed tests and found that his sperm was not fertile. The
mann did not believe me when I told him this because his other wives already
hadd children for him. The new wife said that it probably was from an illness
thatt he had a few months ago. However, I knew that this was not true and I
privatelyy advised the wife 'to do her own', because this infertility of the man
waswas not from the disease and would not go. I told her to go and talk to the
otherr wives, but did not go into detail. After some time the woman came back
pregnantt — from her former boyfriend, as she admitted to me." [The doctor
didd not know whether the woman had actually consulted the other wives or
hadd made arrangements of her own initiative.]
II never heard informants suggest that in-laws could make arrangements for
theirr daughter-in-law to get pregnant secretly from another man for their son, as
describedd for example by Mgalla & Boerma (2001:198) for Sukuma of Tanzania.
ParentingParenting

other people's

children

Adoptionn is not common among Yoruba because of the unknown background
off the child. A child remains tied to the patrilineage of his own father; every
childd has relatives, alive and dead. T h e child's ancestors may interfere with his
orr her life, and by extension, the lives of the family who adopt the child. A
memberr of the adopted child's living extended family may come to claim him
orr her at any time. There will also be serious problems with inheritance, because
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thee blood relations of the adoptive parents will always fight against an adopted
childd inheriting anything. Moreover, in the realm of ancestors and spirits, the
adoptedd child has no role to play in the patrilineage of its foster parents, because
theree is no blood relationship.
AA 49 years-old Christian married woman who had infertility problems until
shee was 43 made the Yoruba viewpoint on adoption clear: "I had the daughter of
myy sister staying with us already from baby stage. My sister died in [another]
childbirth,, when the girl was two years old. I just recendy told the girl that I
waswas not her mother, but the sister of her mother. I have never considered adoptingg the girl, because that is not really accepted among the Yoruba. I had earlier
suggestedd to my husband to adopt a baby from the mothedess babies home, but
hee could not take this serious. Not many babies are left orphaned without being
takenn care of by a relative - in the whole of Lagos there are only two orphanages."
Fosteringg the children of a relative is more common, as in the case of the
womann above, but in this study we did not verify whether this practice is more
commonn among couples having infertility problems. Some parents send their
childrenn to live temporarily with more affluent relatives, have children stay with
grandparentss who need their assistance and or send children to relatives when
theyy themselves are not around. Fostering often occurs to promote schooling
andd general education opportunities for the child.
AA 38 years-old schoolteacher in an exploratory interview: "Infertile women
mayy take care of the children of a close relative and may be called by that name,
i.e.. Iya Wale [mother of Wale]. The children will be allowed to visit their biologicall parents. The burial of such a woman may be grand, to show that she
waswas well taken care of during her life, and that the persons arranging the burial
willl be rewarded. The saying goes, 'When the dead person is happy, things will
goo well for you'."
Thee wild stories about the trade in babies by nurses in hospitals illustrate the
desperationn of infertile couples to obtain a child by any means possible. A 40
year-oldd secondary schoolteacher related what she had heard:
Theree was a story in the news some rime ago about what infertile couples can
do.. In a certain hospital there was a market [trade] in newborn babies. The
nursee would say to the woman who just delivered that her child had died.
Somee people do not bother to ask for the dead body, because they know that
theyy then have to take it home and find a place to bury it. The baby is then sold
forr a big amount of money. Therefore, especially older women who get pregnantt should let themselves be seen when pregnant, or else people may believe
theyy have stolen the child.
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II found that this advice is taken seriously in first hand observation. A 49 yearoldd woman finally got pregnant after receiving fertility treatment in America.
Whenn she got back to Nigeria, photographs of her uncovered seven-monthspregnantt belly were shown to everyone visiting her and her new-born baby. A
womann whose fertility would be beyond suspicion would never do this.
DivorceDivorce and remarrying
Divorcingg the first spouse and marrying another is a fairly accepted coping
mechanismm in Yoruba society if a couple cannot conceive. This can be initiated
eitherr by the husband or by the wife. The primary aim of a marriage is to have
childrenn and although marriage is supposed to be for life, the reality of not
beingg able to conceive overrules morals and vows of life-long marriages for
'better,, for worse' and it may even overrule economic considerations. The bridewealthh is a deterrent to divorce for both the husband and the wife. If a husband
divorcess his wife, he loses the bridewealth he paid for her. If a woman seeks a
divorcee she will have to pay back the bridewealth. Therefore, a man will not
usuallyy want to divorce his infertile wife, but rather marries a second wife, while
ann infertile woman will be more inclined to divorce if she has the money.1

Reactionss of husbands and in-laws
Byy analysing the experiences of the 69 women in the infertility survey with the
reactionss of their husbands and in-laws to their infertility, it can be determined
iff the stigma of infertility is indeed based on reality as experienced by infertile
women.. Their husbands' and in-laws' reactions ranged from supportive and
calmm to very anxious and verbally abusive (Table 8.9).
Tablee 8.9.

Reported reaction o f husband and in-laws t o infertility o f 69 women in the
infertilityy survey

reactionreaction
Relativelyy positive
Understanding/supportive/consoling g
Calm/doess not bother her/no problem
Relativelyy negative
Sadd and worried, feels bad (husband), cool for now,

husbands

in-laws

(68%) )

(75%) )

36% %
32% %

26% %
49% %

(32%) )

(25%) )

13% %

3% %

butt the threat is there (in-laws)
Angry,, bitter, annoyed (husband), stress too much,

19%

22%

pushh the husband to take another wife (in-laws)
TotalTotal

100%

100%
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Mostt husbands (68%) were said to be relatively positive. Supportive and understandingg husbands sympathised with their wives and made them feel that they
weree facing their infertility problem together. Such husbands may take their
wivess to treatment providers. Husbands were also reported to be calm and not
bothersomee to the woman. That a husband was just 'not bothering' was not alwayss easy for the woman who was anxious to conceive; she needed more support.. A woman who had already waited for seven years to conceive said, 'I do
nott really know my husband's mind, but all the same he is not disturbing me'.
Aboutt one-third of the husbands, however, had a negative reaction. Some men
weree very anxious and worried, and thought mostly of the consequences of the
infertilityy for themselves; they were angry and annoyed with their wives.
Mostt infertile women interviewed had in-laws who were likewise supportive
orr at least did not bother them. Some women explained that their in-laws usuallyy did not interfere with the couple's personal affairs, while others said that
theirr in-laws thought that the couple did not want children yet. Some women
feltt that their in-laws were still nice to them, but they expected them to change
forr the worse if they did not conceive soon. Some in-laws verbally abused their
infertilee daughter-in-law or tried to convince their son to take another wife.
Givenn these data, the perception that all infertile women are treated badly
andd are stigmatised does not correspond with reality. Still about one-fifth of the
womenn with infertility problems had to endure neglect, verbal abuse and anger,
slightlyy more frequently from their in-laws than from their husbands. T h e most
commonn threats, also put into practice in several cases, were that of the husband
takingg another wife or of divorce."9
AA 25 year-old barren housewife who married this year as the second wife of her
husband:: "I have wanted to get pregnant for four months and visited the plomp
tvfiuf.tvfiuf. My aunde brought me to him. According to the plomp wfwfl have aran
ginisa.ginisa. My husband is angry with me for not getting pregnant and threatens to
divorcee me. I learned that his first wife waited for four years before she had her
firstt issue [child]. Her second child is five months old. My husband usually
makess comments like that he cannot continue to harbour a male dog (oko aja)
underr his roof. If I ask for money from him, he is always complaining. For
instance,, instead of giving me 50 naira to come to the clinic (20 naira for mediciness and 30 naira for transport), he only gives me 20 naira. My in-laws, especiallyy my modier-in-law is really disturbing me. She is always passing nasty
commentss like nkp ti ama riesi niye (that is all you know) and omo nkpkpjuyi
1'p1'p (you know nothing else than that) each time I ask for money from my husband."" [It was striking that the woman was even complaining about her
mother-in-law.. It is demonstrative of how bitter she felt; normally Yoruba
wouldd not openly abuse family in such way.]
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Beingg supportive or abusive towards a wife who is suspected to be infertile will
partlyy depend on the characters of the individuals involved (the wife, her husbandd and the in-laws) and on their relationships to each other. However, from
thee analysis of the reactions towards the 69 infertile women of the infertility
survey,, some factors that contribute to negative reactions of husbands and
in-lawss can be identified, and are summarised in Figure 8.2. Illustrations later in
thiss section will indicate that individual character variables may overrule all
otherr factors (as they probably did in the case of the woman above).

Figuree 8.2.

Factors contributing to negative reactions of husband and in-laws on infertility of wife

infertilityy longer than 3 years

individuall characters are
trouble-seeking g

husbandd is the only child of
hiss parents

womann has no previous
pregnancy y

negativee reaction of husband and
in-lawss towards infertile wife

husbandd does not have any
offspringg from this or another wifes

wifee older than 30 years

causee o f infertility is or believed
too be with the wife

T h ee husband and in-laws were both negative towards a wife who could not producee children when she had not borne any living children for the family for a
longg period, usually a mean of five years, and she was of an advanced age, e.g.
overr 30 years old. Some of the women had to endure very harsh treatments by
theirr husbands and in-laws.
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AA 27 years-old barren Pentecostal teacher who has been married for five years:
"Myy husband is not happy and direatens to take another wife. In order to
provee that nothing was wrong with him, he impregnated a 15 year-old girl last
year.. The girl never had the baby, because her senior sister took her to a private
hospitall for D&C when she got to know about the pregnancy. My family
in-laww is also threatening me. They all believe that the problem is from me. I
havee been to a private hospital for one year, but there it was too expensive, and
afterr that I also went to an plpmp wfwffor one year. When there was no result I
stoppedd and I am since two years under treatment in the general hospital."
AA 27 year-old Pentecostal woman who has been married for seven years, has
hadd two abortions before she marriage and has had two miscarriages this year:
"Myy husband was very worried and understanding initially before he changed
hiss mind and became uncaring. He now has four kids from two different
women,, but he is not married to them. My family in-law pushed my husband
too impregnate women outside."
Husbandss and in-laws were more positive towards the infertile wife in situationss where the husband already had children, or when they believed that there
wass still a good chance that the woman would conceive.
AA 38 year-old Muslim trader is die second wife of her second husband whom
shee married two years ago; she had one abortion before her first marriage, and
onee miscarriage during her first marriage: "I have been waiting for ten years to
havee a baby. I only had a miscarriage some four years ago. My new husband is
veryy sympathetic with me; he has been taking me to different TBAs and even
accompaniedd me here to the general hospital just last week. My former husbandd and his family disturbed me a lot and that is why I finally left him. He
marriedd another wife after some years. I feel that my new husband and in-laws
aree not disturbing me, because my co-wife is having children."
Husbandss and in-laws were optimistic that a childless woman could have a
childd in situations when the wife (and the marriage) was still young and/or
whenn she had proved her fertility by experiencing a miscarriage, having an
ectopicc pregnancy or a giving birth to a living child who later died. Moreover,
thee experience should not be too far in the past, not more than about three years
ago.. T h e husband and family were kinder towards the wife in the few situations
(inn the present study only 2 out of 69) that the problem was known to be with
thee husband.
Usuallyy the reactions of the husband and in-laws were similar; in only 11 of
thee 69 cases of women in the infertility survey did these differ. In five cases a
woman'ss husband continued to support his wife while her in-laws harassed her
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andd pushed the husband to take another wife and have (more) children. In
thosee cases the bond between husband and wife must have been stronger than
thatt between the man and his family. This is quite exceptional in Yoruba
patrilineall society where the wife remains the outsider and the relationship betweenn spouses is usually not very close.
AA 42 year-old Pentecostal woman has been married for 18 years as the only
wife.. She has no children, but had three miscarriages, the last one was six years
ago.. She has been to two public hospitals before LIMH and had a removal of fibroidd done. The providers say her infertility is due to hormonal problems:
"Myy husband is very caring and understanding but at times he feels bad about
it.. Initially my family in-law posed a lot of problems. They wanted him to get
anotherr wife, but he refused and they have since left us to our problems."
AA 38 year-old Muslim farmer is the third wife of her second husband whom she
marriedd in 1996: "I was married before in 1983 when I was 23. After one year of
marriagee I had a stillbirth. After that I did not conceive again. I feel that the
babyy that I gave birth to must have damaged my womb, because it was very
big.. Ever since the birth of that baby I have been feeling pains just before menses.. My former husband really disturbed me and was very impatient. He marriedd another woman just before I left him. My present husband understands
mee and does not threaten me. [He has children from his other wives.] However,, my in-laws and especially my mother-in-law disturb me a lot and have
alreadyy asked me to leave the house."
Evenn more exceptional were the six cases in which the in-laws supported the
woman,, while the husband did not. In three cases, the husbands already had a
childd from either her or another wife; therefore the family was not concerned
aboutt the continuation of the patrilineage. T h e three other women were recendyy married and the husband was impatient, but the family was not, at least
nott yet. In these cases, the man probably went quickly for a solution to the infertilityy problem, due to tensions between the husband and wife. T h e husband
off one woman married again after two years. His second wife bore him a child,
butt he is still impatient with the first one who is childless. She continues to try
alll sorts of treatments to conceive.
AA 29 year-old woman had one child who died young, shortly after she married
inn 1990: "My husband could not wait any longer and had to marry a second
wifee five years ago [two years after she married him], who now has a fouryear-oldd child. My in-laws are still quite sympathetic towards me. I have
wantedd to have a child for seven years now. I went to two olomg wewf in the
pastt five years. One said I had aran ginisa, while the other said my womb was
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nott strong enough to hold a foetus. I just started last week in the general hospital,, because friends had told me that the doctor there is really good."
Thiss section indicated that the reactions of husbands and in-laws are not always
ass negative as common opinion would suggest. I think this is a reflection of the
powerr relations within marriage and the outsider status of the wife. Husbands
andd in-laws are not as negative as would be expected from community perceptions,, in part because there is usually an accepted way out of a childless life for
menn and a way for his patrilineage to get children. However, even a relatively
positivee attitude is cold comfort for women with infertility problems, for even if
thee husband and in-laws are presently supportive, their attitude may change at
anyy time. Women derive their status in the patrilineage of their husbands first
andd foremost by producing children. Children are her assets in the family of the
husband;; without them she will have nobody to support her in the future. The
womann herself however, cannot express her anxiety, sadness and feelings of personall inefficiency. She will be sensitive to any comments of family and communityy members who may refer to her as the woman without children. Gossip may
easilyy begin, for any infertile woman is suspect, and if she behaves 'strangely',
thiss may be considered as a sign that she is a witch.

Infertilityy and abortion
Somee of the experiences presented earlier in this book have illustrated the dual
relationshipp between abortion and infertility: Infertility and abortion can be
onee another's cause as well as effect.
InfertilityInfertility as cause
Thee threat of potential future infertility alone is sufficient to prevent women
fromm using modern contraceptives. The high preference for contraceptive
methodss other than modern ones has been described in Chapter 7 as a major
contributingg factor to unwanted pregnancies and consecutive induced abortions.. In this way, fear of infertility indirectly causes abortion, since most unwantedd pregnancies of Yoruba women are aborted. Some of the common
modernn drugs not indicated for contraception, but nonetheless used as such by
manyy women, may cause infertility. Routine use of menstrual regulation drugs
suchh as Menstrogen may cause hormonal imbalance, as might frequent use of
thee emergency contraceptive Postinor.
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Inn Chapters 3 and 5,1 described another way in which the threat of infertilityy might indirectly cause abortion. T h e present economic crisis in Nigeria
causess premarital pregnancy to be an alternative norm in some poorer parts of
Yorubaa society. Girls must increasingly prove their worth as a wife, i.e. their fertility,, before marriage. This constitutes a big risk for girls, because men may
misleadd them into getting pregnant and then deny responsibility for a resulting
pregnancy.. In such cases, most girls would abort the pregnancy that has now
becomee unwanted.
InfertilityInfertility

as effect

Thee present study cannot give definite figures on infertility as an effect of abortion,, but the ample number of women with abortion histories who later had
problemss conceiving or carrying a pregnancy to full term indicates that there is a
relationship.. Although all these cases are sad, the most painful are those of single
girlss who had an unsafe abortion and, because of complications, will never be
ablee to conceive again. These women must now face the difficult task of coping
withh their childlessness because of secondary infertility. T h e narratives of Ronke,
aa 17 year-old domestic servant and Amaka, an 18 year-old secondary school
studentt illustrate how an unfortunate decision early in their lives will negatively
affectt the rest of their lives. (We 'met' these two girls already in Chapter 5.)
Ronkee is a 17 year-old house-girl, who went up too primary six with her education.. She aborted her first pregnancy that resulted from her relationship with
herr stable boyfriend, who is a house-boy, because they did not have money for
aa baby and both were afraid to lose their jobs: "We did not have enough
moneyy to do D&C. My boyfriend bought some drugs for me and he assured
mee that they would abort the pregnancy quickly. I had some pains that night,
butt it was not much. Four days after taking the four white pills I got severe
lowerr abdominal pain and started bleeding heavily with big clots coming out. I
wass very afraid and thought I was going to die. I felt helpless and knew that if
somethingg was not done immediately I would bleed to death. I wanted to go to
thee hospital immediately. I shouted for help and luckily my boss came. She
broughtt me straight to a private hospital in Ikoyi [an area of Lagos]. I was then
referredd to LIMH after they had given me some injection to relieve the pain. I
regrett ever to have considered abortion. I should have given birth to the baby,
evenn though I would have lost my job. Now I will not be ablee to get pregnant
orr have a child to call my own. I wished I were dead instead of alive." [Ronke's
uteruss was ruptured. In LIMH, the doctors removed her uterus and fallopian
tubes.. She will never be able to conceive again.]
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Amakaa is an 18 year-old student in JSS3. She got pregnant (her first pregnancy)
fromm her boyfriend, who is employed and is just 19 years old. She delayed
abortingg for five months because they did not have money. A nurse in a private
hospitall did the abortion: "Two days after, I started feeling pains all over my
abdomenn and body. I thought the nurse did not remove the baby when she
wass doing it and moreover I was heavily sedated and did not know if the baby
waswas still there. I went back to die hospital and met die same nurse who gave me
somee drugs but it did not stop the pain. The hospital is not far from my house
soo I could just walk over there. The next day I started bleeding profusely and
thee pain became more severe. I only told my sister that I had bleeding and
painss and she asked her husband to bring me to a private hospital. She herself
hadd just delivered a baby. I was admitted for one week. Only in the hospital
didd I confess what I did to my sister. Only my girlfriend and boyfriend had
knownn about it from die beginning. When my condition deteriorated the
doctorr tiien referred me to LIMH. My sister's husband and my friend took me
there.. I regret very much that I did the abortion. If I had known that it would
bringg me all these problems, I would have given birth to die baby. I will never
havee sex again until I am ready to get married." [Amaka's cervix is necrotised
andd she will never have a normal delivery, if she is be able to conceive at all.]
T h ee various surveys conducted for the present study revealed only a few cases in
whichh a previous abortion definitely was the cause of infertility, e.g. the uterus
hadd obviously been damaged, or the cervix had become incompetent. In other
cases,, the histories of infertile women made us suspect abortion to be the cause,
andd sometimes women themselves believed this to be so. Nine of the 59 women
withh complaints of secondary infertility in die infertility survey believed txiat a previouss abortion was the cause of their infertility problems. Okonofua (1996^958)
estimatedd that in Nigeria, a history of previous induced abortion was associated
withh a sevenfold-increase in incidence of secondary infertility. Some indication
off the magnitude of infertility after abortion can be deduced by analysing the
reproductivee histories of the 59 women in the infertility survey with secondary
infertility.. Table 8.10 summarises the outcomes of their first pregnancy.
Ass many as 37% of die first pregnancies of the 59 infertility clients were
aborted,, but these figures do not indicate whether this abortion was die cause of
thee woman's present infertility problems. However, further analysis reveals that
onlyy 3 out of the 22 women who aborted their first pregnancy bore a live child
laterr (two of these children died at a young age). T h e others had eidier not been
pregnantt since, had miscarried or had another abortion. Additionally, two
womenn who already had one or more children before they had an abortion did
nott conceive again after their abortion, while one woman had only miscarriages
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afterwards.. Thus, data of the present study suggest that more than two-fifths
(255 out of 59 cases) of secondary infertility problems might be due to induced
abortion. .
Tablee 8.10. Outcome o f first pregnancy o f 59 women with secondary infertility in the infertility
survey y
outcomeoutcome of first pregnancy

percent

number

Livee birth

42%

25

Inducedd abortion

37%

22

Miscarriagee

17%

10

Stillbirthh

2%

1

Ectopicc

2%

1

TotalTotal

100%

59

Anotherr source of data from the present study that indicates infertility is a result
off abortion are the interviews with 41 women who came to the hospital with
complicationss of abortion. These women usually had severe complications due
too an incomplete abortion, i.e. retained products of conception, death of foetus
insidee the womb or damage done to the uterus and internal organs/ 0 Table 8.11
indicatess that more than half of the women (56%) who came to the hospital
withh complications will or might have lasting complications of their abortion,
accordingg to their patient files. The third column in Table 8.11 shows the maritall status by a specific outcome and the fourth column, the number of women
perr outcome who did not have children yet.
Tablee 8 . 1 1 . Outcome o f abortion complications o f 41 women who came to the hospital with
complications,, by marital status and childlessness status
outcomeoutcome of abortion complications

(Probably)) lasting complications
Riskk o f problems with getting preg-

all all maritalmarital status

23 3
(14) )

without without
children children
13 3

77 single, 6 married,11 separated

(5) )

nantt or miscarriage in next pregnancies
Poorr status - not know yet outcome

(5) )

44 single, 1 married

(4) )

Death h

(3) )

33 single

(3) )

(Probably)) no lasting complications

(1) )
18 8

11 single

(1) )
13 3

Total Total

41 41 1010 married, 29 single,
11 separated, 1

Nott able to get pregnant again

33 married, 14 single 11 divorced
divorced divorced

26 26
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Off the 23 women with (likely) lasting complications, 13 had no children yet. All
off these 13 women were single. Three of these 23 women died tragically. For the
tenn surviving women, childlessness will be a serious problem for the rest of their
lives.. Ronke, in the history at the beginning of this section said she would rather
bee dead than childless. Toyin, the girl in the prologue died because her parents
decidedd against a lifesaving surgery after they considered the future misery that
aa childless life would mean.

Conclusion n
Althoughh the threat of infertility and the expected stigma attached to it are
bothh exaggerations of the actual incidence of sterility, childlessness and experiencedd stigma, infertility is indisputably a central issue in Yoruba society. It
posess enormous problems for the persons affected, especially for women. The
threatt of infertility for a woman is real: She fears being stigmatised, when infertilityy is believed to be her own fault, and ostracised, when she is replaced by anotherr wife. In contrast with married men, married women with infertility
problemss have very few strategies available to them to secure children.
Infertilityy is usually an affair of the patrilineal family and not a private affair
betweenn husband and wife. It is painfully striking throughout this chapter that
inn Yoruba society women bear the bulk of the negative repercussions of infertility,, whether or not they are infertile. Blaming women for infertility is commonn in many other African societies (see also Sunby & Jacobus 2001:259-260).
Womenn are always the prime suspects when a couple cannot produce children;
theyy are the indicators of fertility because they get pregnant and not the husbandss (although it is acknowledged that men can also be infertile). In the best
scenarioo (for the infertile woman), her infertility is believed to be the result of
medicall problems. In the worst case, she is accused of having caused the problemss through her deviant behaviour, i.e. by transgressing taboos, offending
others,, promiscuity, use of modern contraception or abortion. Studies in subSaharann Africa on clinical causes of infertility, that could indicate the gender
distributionn of infertility, are scarce. The only Nigerian study that I know of
contradictedd the popular belief that women are the main culprits: of 114 infertilee couples, men and women were about evenly responsible for infertility
(Chukudebuluu et al. 1979 cited by Mayaud 2001:74)."
Ass Yoruba society condones problem-solving coping strategies for men
moree than it does for women, women's problem-solving strategies usually take
placee more in secret; surreptitious behaviour always increases stress. Voluntary
emotion-focusedd coping strategies with infertility are near to non-existent.
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Consequently,, in Yoruba society, there are no social models that show that a
couple,, woman or man, could successfully live with infertility, as is the case in
Northwestt Europe and North America.
Thee threat of infertility prompts women more than men to engage in practicess that are risky and detrimental to their health. For example, many women
doo not use modern contraceptives that they fear will damage their fertility
whenn they want to prevent pregnancy, and so end up with an unwanted pregnancy.. Some drugs not indicated for contraception, but that are nevertheless
usedused as such, may even cause infertility. To prevent or treat infertility, women
mayy decide to 'wash' the uterus by having a D&C after either miscarriage or delivery,, or whenever they believe they have an unclean uterus. Private practitionerss willingly perform the procedure for financial gain, even if there is no medicall indication. Inhorn (1994^308) found the same phenomenon in Egypt,
althoughh there it was usually the biomedical practitioner who prescribed it,
whereass among Yoruba the women themselves decided to have it done. Inhorn
statedd that D&C has absolutely no therapeutic role in treatment of infertility.. I
wouldd add that an incorrectly performed D&C might even result in the opposite:: It may bring about infertility because of damage done to the uterus.
Givenn the reality that infertility after abortion is common, and that most
personss say they are against abortion because of the health complications, includingg infertility, it is surprising that so many women have an abortion. Why
wouldd women risk the ultimate affliction of infertility by having an abortion
whenn infertility is the very thing they try to evade by not using modern effective
contraception?? In the concluding chapter I will try to explain these paradoxical
practices. .

CHAPTERR 9

EXPOSUREE OF SECRET STRATEGIES

InIn light of previous researchers' reservations about the possibility of obtaining
reliablee information on the sensitive topic of abortion, it is remarkable that the
presentt study encountered very few problems with this task. Even in a survey
setting,, discussing abortion and getting women to share their personal abortion
experiencess was not extremely difficult. This seems to be evidence in support of
thee study methodology, which implied methodological triangulation and graduall development of the data collection tools. We used broad definitions of contraception,, abortion and infertility and asked about abortion in the context of
otherr fertility regulation practices, paraphrasing any possibly ambiguous terminology. .

Thee reality versus the rules
Abortionn is no doubt a considerable public health problem in Nigeria. Accordingg to earlier cited researchers, an estimated 10,000 women die from abortion
annually,, and abortion deaths constitute roughly one-third of registered maternall mortality (Okonofua et al. 1992:75; Renne 1996:485). These hospital-based
figuresfigures may be gross underestimates: The histories about women who have died
fromm abortion that we collected indicated that one-quarter of these women died
att home and another 6% on the way to the hospital. These women will never
appearr in abortion statistics, because another cause of death will be officially
reportedd instead. Respondents in this study acknowledged that abortion deaths
aree nowadays common: 28% of women interviewed in the community survey
hadd personally known a girl or woman who had died from abortion.
InIn contrast to abortion-related deaths, most abortions without complicationss are not 'visible' because women usually do not talk about them. Figures
fromm different surveys we conducted confirmed the high abortion prevalence:
47%% of women in Lagos town and 17% of women in Epe, a rural area, reported
havingg had one or more abortions. These are higher figures than appear in most
citedd studies (see Chapter 1). Seven percent of women in the community survey
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(urbann and rural areas combined) had an abortion in the year preceding the survey,, which surpasses the annual abortion rate of 4.6 calculated by Henshaw et
al.. (1998:161).
Bothh married and single women have abortions, but single women appear to
runn considerably higher risk than married women do. Single women had more
abortions,, more unsafe abortions (past the first trimester abortion and/or with
unsafee methods and providers) and more often delayed getting adequate treatmentt if complications arose. Of the 1073 recorded abortion experiences, 77%
weree of single women. Forty percent (40%) of abortions of single women were
unsafee compared to 30% of those of married women. Secondary schoolgirls
appearedd to be the most vulnerable group of all: 20% of the 1073 abortions were
off secondary schoolgirls, 51% of their abortions were unsafe and in the histories
aboutt women who had died from abortion, 47% were secondary schoolgirls.
Thee high abortion prevalence is in blatant contradiction with the societal
ruless and norms that oppose women aborting an unwanted pregnancy on most
grounds.. Young and old, males and females categorically disapproved of abortion;; a pregnancy resulting from rape was the only exception. The main reported
reasonn for condemning abortion was that it carries serious health risks, such as infertilityy and death. Of course, the focus on health risks is a sincere concern for the
well-beingg of an individual woman, but in the wider context of Yoruba patrilineall society, a woman who dies is also considered a lost 'investment'. If the
womann who dies was single, her death means a loss for her parents who have
raisedd her and may have sent her to school or had her learn a profession in apprenticeship.. Daughters, and the educated ones more so, are investments to
theirr parents. An educated daughter will fetch a higher bridewealth and will
usuallyy also have a higher income, part of which she will continue to contribute
too her own family after marriage. A good marriage partner is advantageous to
thee parents of the girl because the patrilineage she marries into is to support the
wife'ss family, even after the husband's relatives have paid a bridewealth. Their
supportt is not only financial; they will facilitate access to connections that will
help,, for example, with finding employment, promoting business, or getting a
studyy place in university. If a married woman dies of an abortion, she is a lost
investmentt for her husband and in-laws who paid the bridewealth, as well as for
herr own relatives.
Secondly,, abortion is considered immoral because abortion is killing a human
beingg and offending the work of God. Single girls who abort are considered
doublyy immoral, because they have clearly broken the societal rule that prohibitss them from having premarital sexual relationships. The focus on the 'immorality'' of abortion can also be seen as a lost investment, because girls who
abortt are obviously not flawless and will be 'cheaper' wives (see also Varkevisser
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1995:189).. The immorality of married women who abort carries further moral
implications:: They have withheld a new member from their husband's patrilineage,, and their fidelity will be doubted. This is especially so if a woman is
foundd to have aborted without the husband knowing. She will be under suspicionn of having been pregnant by another man.

Abortionn decisions in the socio-economic context
Thee societal rules are not the only factors that influence individuals' behaviour,
soo the finding that the reality of abortion is different from societal rules related
too it is not startling. Sociocultural, economic and political factors influence the
realityy of abortion as well as the rules. Situating abortion in women's societal
contextt makes clear why women violate the rules against abortion and why singlee women, and in particular secondary schoolgirls and apprentices more often
thann married women, resort to the abortion of unwanted pregnancies. The
samee context influences the choice of abortion methods (with more single
womenn resorting to unsafe abortion), as well as the way of coping with possible
complicationss after abortion.
Generally,, single women have more to lose from an unwanted pregnancy
thann married women do. A pregnancy highlights their deviance from dominantt rules that forbid premarital sex. Additionally, since education is believed
too be the avenue that leads to success in life, girls do not want a pregnancy to
spoill these chances. Because school authorities expel pregnant girls from
school,, they want to avoid pregnancy. If they get pregnant, girls are generally
reluctantt to expose their pregnancy and ask their parents for advice, because
traditionally,, sexuality is not discussed between parents and children. All girls
andd single young women fear the reaction of their parents to their pregnancy:
Theyy will scorn them, stop supporting them financially (e.g. not pay their
schooll fees), or otherwise prevent them from aborting. Alternatively, parents
mayy force them to marry if the boyfriend and his family accept the responsibilityy for the pregnancy. If the boy and his family reject the responsibility, having
aa baby will give a girl less chance to find a good marriage partner. Having a
babyy may thwart all single women's dreams and plans for the future. Generally,, premarital pregnancy is a source of great shame that can stain a woman's
reputationn throughout her life.
AA secret abortion is, from the viewpoint of single women, the best way of
copingg with the stressful situation of unwanted pregnancy; 76% of the 427 singlee women in this study who had an unwanted pregnancy decided to abort it.
Mostt single women decided for themselves to abort, but asked for social sup-

298 8

SECRETT STRATEGIES

portt from female friends and male partners for the execution of their decision.
Theyy especially involved female friends in the choice of abortion methods and
ass companions when they went to the abortionist. Partners usually concurred
withh the choice for abortion, they too did not want a pregnancy to get in the way
off their plans and be forced to marry their girlfriend at this stage. Partners normallyy did not advise their girlfriends on the practicalities, but did often help in
payingg for the abortion. The need for secrecy 'pushed' many girls and young
womenn to rely on unsafe abortion methods such as self-abortion with dubious
mediciness from chemist shops or to resort to procedures at obscure hospitals.
Thee same wish for secrecy caused many of the single women with abortion
complicationss to hide them. This entailed even more risks for their life than the
abortionn itself, as their confidantes were not around to help them.
Thee finding that schoolgirls are a high-risk group for abortion nurtures the
ambiguityy surrounding the influence of education on the health of women.
Generally,, it is accepted that the relationship is positive, because educated
womenn are likely to marry at a later age, have smaller families, use family planningg methods and take better care of their own and their children's health (see
alsoo Varkevisser 1995:187). However, as this research indicates, education may
alsoo be an indirect cause of morbidity and mortality. Longer education leads to
laterr marriage, increased risk of premarital pregnancy, higher motivation to
abortt pregnancies, with more often unsafe methods, all of which are detrimentall to a woman's health.
Thee societal context of married women naturally differs from that of single
women.. According to prevailing norms, all children conceived in marriage
shouldd be welcome both by the wife and her husband. However, the ambiguous
relationshipp with her husband and in-laws may cause a wife to have views about
thee desirability of a pregnancy different from those of her husband and in-laws.
Onn the one hand, the husband and in-laws who have paid bridewealth for the
womann 'own' the wife's sexuality and reproduction according to dominant
rules.. A wife is not supposed to make fertility regulation decisions on her own,
butt instead should comply with the wishes of her husband and in-laws. A wife
wouldd like to comply, because she depends on her husband and in-laws for her
positionn in society. On the other hand, most Yoruba women have a certain
financiall independence from their husband and in-laws. As women are, for a
largee part, financially responsible for the upbringing of their children, they will
feell the burden of an additional child more severely than their husbands do. In
lightt of the increasing economic problems that most Nigerian families are experiencing,, married women often had financial reasons underlying their motivationss to abort. They wanted to postpone or stop childbearing because they
couldd not afford another child, either at this moment or at all. In the best-case
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scenario,, their husbands concurred and supported their decision to abort, often
secretlyy from their in-laws; in the worst-case scenario, women aborted secretly,
unbeknownstt to even their husbands. About half of the husbands of married
womenn who aborted in this study did not know about their wife's abortion.
Moree women whose husbands knew about the unwanted pregnancy had safe
abortionss than those whose husbands did not know about it. The position of
womenn who become pregnant from an extramarital affair can be compared
withh that of single women. Both groups did their best to preserve the secrecy of
thee abortion to hide their forbidden sexual relationship.1
Thee biggest 'advantage' that married women have over single women when
confrontedd with complications of induced abortion, even if they abort secredy
fromm their husband, is that they can always pretend that they have had a (spontaneous)) miscarriage. Nobody is surprised if a woman has a miscarriage even if
theyy were not aware of the pregnancy, because Yoruba women normally do not
announcee they are pregnant, but wait till the pregnancy starts to show before
proclaimingg it, often even to their husband. At least initially, the miscarriage
willl solicit everybody's empathy and support to go for treatment of the problem.. Married women in this study usually went for treatment of abortion complicationss more promptly than single women did.
Inn addition to reasons of secrecy, having less access to financial and informationn resources causes girls and single women to resort to unsafe abortion more
oftenn than married women. Girls and young women do not know where to go
forr an abortion and where to get funds to pay for it. Their limited financial
resourcess make them resort to unsafe abortion providers because these are usuallyy cheaper than safe ones. Most married women, even if their husbands are
nott involved, have a wider network of friends and neighbours (family is hardly
involvedd in abortion matters) who could help them with information and funds
iff needed. At the very least, they can always ask for help from the doctor, midwifee or TBA where they delivered their babies.

Abortionn services1 context
Inn addition to their desire for secrecy and the limited finances with which to pay
forr the abortion, the illegal status of abortion in Nigeria fosters unsafe abortions
andd inadequate treatment of its complications. Under the Nigerian law, both
thee aborting woman and the provider performing the procedure can be jailed.
Abortionn is thus a secret covenant between the provider and the woman. When
complicationss occur, the woman or her family cannot hold the provider responsible,, because the woman on whom the abortion was performed likewise
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committedd an offence, something that neither the woman (if she is still alive)
norr her family would like to disclose. Safe and unsafe providers are equally punishablee when providing abortion services, which indirectly protects malevolent
providers.. Thus, the government does not curb the dangerous abortion practices
off non-licensed private clinics, back-street abortionists, chemists and traditional
healers.. These unsafe providers are widely available, because many individuals,
whoo need to make a living in times of economic austerity, abuse the high demand
forr abortion and offer unsafe abortion services. Some of the (unsafe) providers
inn this study admitted, 'We also have to eat'. The government does not even
carryy out quality controls on abortion procedures in registered private hospitals
wheree safe abortions could be provided. In the case of complications occurring
att the provider's place, abortionists will be hesitant to refer women to specialist
hospitalss out of fear of exposure. They will try instead to treat the woman themselves,, often with disastrous consequences, as some of the histories in this book
havee illustrated.
Thee disparaging attitudes of providers contribute to the fact that the
thresholdss of quality private hospitals are much higher for single than for marriedd women, given that both have money to pay for the services. Providers usuallyy have a less disapproving attitude towards married women than towards
singlee women who want an abortion. Pregnant girls and single women are alwayss condemned because they had a socially reprehensible premarital affair.
Sub-standardd abortionists in private hospitals and back-street abortionists as a
rulee do not have or at least don't show this condemning attitude, because they
aree in this 'business' for money. They realise that with such an attitude they
wouldd cut off their own clientele.

Copingg with an emergency
Evenn if it is understandable that their wish for secrecy, their financial constraintss and the sub-standard available abortion services are major factors influencingg women to resort to unsafe abortions, one could still wonder why women
willinglyy risk their health. Most girls and women (and boys and men) know
whichh abortion methods are relatively safe and which are unsafe. They know
thatt unsafe methods and late abortions pose a higher health risk, the worst risks
off all being infertility and death. Public opinion is mostly against abortion becausee of the health risks involved. The reason why many women, and especially
youngg girls and secondary schoolgirls, still resort to unsafe abortion methods
mayy be firstly that they underestimate just how high the risks are. They do not
havee accurate information on the possible complications of specific methods.
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Thee crisis nature of many unwanted pregnancies leads girls and women to make
on-the-spott coping decisions without carefully exploring and weighing the alternatives,, i.e. the advantages of having a more risky but secret and cheap abortionn over those of a safe but more expensive and less secret abortion.
Secondly,, avoidance coping seems to play a role in the choice of unsafe
abortionn methods, where girls and women ignore the stories about possible
negativee side-effects and ineffectiveness. Just like everyone, they tend to believee what they want to believe; that which suits them is the most credible.
Theyy have a problem at hand that they urgently need to solve. If rumours are
spreadd that a certain drug should not be used during pregnancy, girls and
womenn want to believe it can abort their unwanted pregnancy. Moreover, as
historiess in this book have illustrated, if they hear about some women having
abortedd successfully with these methods, they have proof that they work, even
iff other stories stress the ineffectiveness or the health risks involved.2 The same
appliess to hearsay about a woman who has successfully aborted in a certain
chemistt shop or with a back-street abortionist. The fact is, that even with relativelyy unsafe methods and providers of abortion, many women succeed in
abortingg secredy without serious complications: Of the women who survived an
unsafee abortion in this study, 'only' about one-quarter reported complications.
Womenn will avoid thinking about the simultaneous warnings against unsafe
methodss and abortionists if they are desperately in need of a secret or cheap
abortion.. This is especially true of girls and single women, and among them in
particularr schoolgirls, who are usually more desperate. In theories of coping,
womenn who aborted successfully with less effective and unsafe methods act as
'sociall models'. These social models increase other women's self-efTicacy belief
inn being able to solve the problem. They cannot hear the voices of those
womenn who did not survive, and choose to ignore the stories about them.

Abortionn and contraception
Mostt abortions could have been prevented by the use of effective contraception.. The impression prior to the present study, based on previous research,
wass that Yoruba women severely under-use contraception; 1990 DHS figures
indicatee that only 15% of married Yoruba women were using contraceptives
(Bellamyy 2000:110). Given the fact that modern contraceptives are widely
availablee in Nigeria, this led some researchers to conclude that women prefer
abortionn to contraception as a method of birth control (see also Otoide et al
2001:80;; Renne 1993:349). This assumption is in agreement with the common
perceptionn that persons are usually more inclined to act on a problem than to
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preventt the problem. This study proved the aforementioned assumptions
wrongg in two ways. Firstly, the recited experiences indicate that for the majorityy of women, abortion was a way of coping with an immediate problem rather
thann a contemplated and preferred way of birth control.' Researchers sometimess forget that having an abortion is not a pleasant experience that women
wouldd like to have or to repeat. Many interviewed women, especially those
married,, reported they started using (effective) contraceptives after their abortion,, to prevent repetition. Secondly, in contrast to studies that found low
contraceptivee use, the present study revealed that about 75% of married and
67%% of single women who did not want to become pregnant triedto prevent it
-- indicating that in general women prefer prevention to abortion. The problemlem was that more than half of the users did not use modern effective contraceptives.. Instead, they used a variety of other methods and measures including
traditional,, natural substances and modern drugs not indicated for contraceptionn (such as antibiotics, purgatives and menstrual regulation drugs), and
homee methods (such as drinking salty water or douching with lime-juice).
Severall service and sociocultural factors, which are somewhat different for
marriedd and single women, are responsible for women using non-modern contraceptives.. Though modern contraceptives are widely available in public clinicss and are also affordable to most Nigerians because they are subsidised, public
familyy planning services are geared towards married women and inaccessible to
girlss and most single women. A prohibitive factor to the use of the public servicess for many women, both single and married, is that these services are not
privatee and confidential. Many women want to keep their use of contraceptives
aa secret, because dominant norms oppose contraceptive use both by married
andd single women. In public clinics, women have to register their names and
mayy fear that staff will inform their family. Methods other than the modern
contraceptivess can be purchased and used more privately. Single girls and
youngg women especially do not want others to think they are immoral because
off their routine use of contraceptives or because they carry condoms; they
wouldd rather use post-coital methods that are not indicated as contraceptive or
applyy periodic abstinence. This also helps them maintain their moral selfimage;; most girls would not like to identify with the 'bad' girls.
Anotherr factor that works against the use of modern contraceptives and in
particularr oral contraceptive pills, IUCD and injectables, is that they have
highlyy ambiguous connotations, which make women hesitant to use them. Informationn and counselling on them is deficient (most users get them from
chemistt shops and drugs peddlers where little information is given), which
resultss in incomplete knowledge. Contradictory stories circulate about their
adversee side-effects, ineffectiveness and impairment of future fertility. The
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threatt of impairment of future fertility was often the most decisive motivation
forr not using modern contraceptives for girls and single women, as well as for
marriedd women who had not completed their family. In the context of the paramountt importance of fertility in Yoruba society, this fear of infertility is understandable. .

Abortionn and infertility
Yorubaa consider a life without children useless, both for women and men. In
polygynouss Yoruba society, the threat of infertility is higher for women than
forr men, because within marriage, women with infertility problems have less
copingg strategies to secure children than men do, who can always marry an additionall wife or have 'outside' children which they can acknowledge as their
own.. Moreover, women are the 'indicator' of a couple's infertility and will be
blamed.. Yoruba have many explanations for infertility, both natural and spiritual.. Infertility may be the penalty for the violation of dominant rules and
norms,, often through punishment by family ancestors or deities who are the
guardianss ofYoruba society. Yoruba are highly religious and strongly believe in
spirituall forces. The threat of infertility as a penalty therefore helps to perpetuatee the dominant rules, and restrains especially women from dissident behaviour.. An infertile woman may be stigmatised by society, replaced as a wife and
willl likely suffer from feelings of personal inadequacy.
Att the same time, the fear of infertility has also caused some societal norms
too change. This study described how nowadays, under pressure of economic
austerity,, some families want proof of the usefulness of a girl as a wife, demonstratedd by her conceiving or even having a baby before marriage. This is in
directt opposition to the traditional norm that places a high value on a bride's
virginity.. This new norm is a demand that makes future brides highly insecure.
Onn the one hand, without any marriage formalities, boyfriends may easily end
thee relationship if a girl becomes pregnant. On the other hand, girls may gamblee and demonstrate their fertility by pregnancy in an attempt to lure a desirable
mann into marriage.
Infertilityy may be the indirect cause of abortion in at least two ways. The
fearr of it makes women not want to use effective contraceptives when they want
too prevent unwanted pregnancy. Alternatively, when future wives have to or
wantt to prove their fertility, they get pregnant, but are then abandoned by their
husband-to-be.. Infertility may also be the direct effect of abortion, when, as is
oftenn the case in Nigeria, the abortions are performed by unqualified, or inexperiencedd providers, or under unsafe conditions and result in secondary infer-
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tility.. Many of the interviewed women with abortion complications cannot
conceivee anymore, or if they can, the pregnancy will only end in miscarriage.
Thee explanations for women's seemingly irrational behaviour, i.e. not
usingg effective contraception because of fear of infertility, and then resorting
too abortion, which carries a high risk of infertility, have to be sought in the
emergencyy nature of the problem of unwanted pregnancy. With contraception,, women can usually make planned decisions: They weigh advantages and
disadvantagess of certain methods. For many Yoruba women, the disadvantagess of modern contraceptives — one of them the possible impairment of futuree fertility - outweigh the advantages. With unwanted pregnancies, women
usuallyy do not have time for informed decisions, but have to decide on the
spot:: The advantages and disadvantages of abortion are quickly weighed. For
manyy women, the immediate advantages of solving an unwanted pregnancy
outweighh the disadvantages of risks of future health problems, including infertility,, that abortion may bring. Abortion proved to be the most common way
off coping with an unwanted pregnancy; nearly four-fifths of single and marriedd women with an unwanted pregnancy opted to abort it.4

Conclusion:: Female agency and secret strategies
Narratedd experiences indicated that Yoruba girls and women actively sought to
maintainn their social position (as flawless daughter or beloved wife), aimed to
preventt (more) financial problems and tried to safeguard their future (educationn and career opportunities) by aborting an unwanted pregnancy. Many girls
andd women also actively intended to prevent unwanted pregnancy by using differentt types of contraceptive methods or by abstaining. These women opposed
prevailingg traditional norms that frown on contraceptive use for both married
andd single women, which reason that single women do not need contraception
andd that husbands make decisions about contraception for their wives (and oftenn do not allow her to use it). Women's interests may clash with societal rules,
whenn they want to decide for themselves when to have children, or to prevent
ann affair that is purposely casual from becoming more serious by being forced to
marryy the father of an eventual pregnancy. They may also want to hide secret
sexuall affairs, which a pregnancy would inevitably make public.
Thee use of contraception and abortion are signs of'obvious' female agency
(evenn if they are covert), although also for some women keeping an unwanted
pregnancyy or not using contraception is an active choice and not 'just' passively
followingg the majority rules that forbid these practices. Having an abortion and
usingg contraception could be considered as 'strategies' of individual women,

EXPOSUREE OF SECRET STRATEGIES

305 5

becausee most of these women are conscious of what they are doing and why
theyy are doing it. On the other hand, one could argue that this female agency is
merelyy 'tactics', because it is severely conditioned and constrained by many cultural,, social and material factors as was implicit in the histories presented and in
thee analysis thus far. The dependent sociocultural and economic position of
girlss and women has caused knowledge about safe and effective methods to be
inaccurate,, and services to be inaccessible, unaffordable, inconvenient and/or
unsuitablee (for instance because they are not private). The result is that some
womenn do not accomplish the aim of their strategies, because the methods they
usedd failed and resulted in negative health and social repercussions.
Onee of the main constraints to women's agency is the gender inequality in
Yorubaa patrilineal society in the domain of sexuality and reproduction. Withoutt making any conclusions about the all-pervasiveness of women's subordinatee position in all domains of Yoruba society, it can be said that women
vis-a-viss men are undoubtedly in a disadvantaged position in the expression of
theirr sexuality. Ifwomen, whether single or married, express their sexuality outsidee the rules and norms of their society, they have to do so secretly, otherwise
theyy will be stigmatised. For girls, experimenting with their sexuality is not sociallyy accepted, and often leads to far-reaching negative consequences including
thee cessation of their education, being stigmatised as immoral or being forced
intoo marriage. The only way out is abortion and the risk of suffering and resultingg complications. For boys, sexual experimentation is much more acceptable
andd does not have such negative results. Boys and men often have a double
morall standard: They try to lure girls and single women into a relationship and
havee unprotected sex with them, while at the same time they adhere to the rule
off condemning premarital sex for girls. Husbands have the right to control their
wives'' sexuality and reproduction, and they exercise that right. Societal rules do
nott allow women to have extramarital affairs, which would interfere with their
husbands'' rights, while they condone such affairs by men who may also marry
moree than one wife. Husbands have the right to decide about their wives' use of
contraception.. The distrust of his wife's fidelity (sound or not) may cause a husbandd to forbid her to use modern contraceptives. She may end up with an unwantedd pregnancy that she copes with, often secretly, by abortion. The histories
inn this book illustrate how women may use ineffective contraceptives because
theyy are more suitable in their situation, are 'pushed' into secret abortions that
aree usually unsafe and then hide abortion complications. This gender discriminationn in the field of sexuality and reproduction negatively influences the
healthh of girls and women (see also Varkevisser 1995:186).
Thee relationship between generations is another important factor that conditionss and constrains women's agency in Yoruba society, especially that of girls
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andd young single women. Children are socialised not to question the opinions
off adults. There is very little communication about sexuality between parents
andd children. Adults do not inform youth about sex and prevention of pregnancy,, because they believe this knowledge would entice youth into trying to
experienceexperience it. Girls who are sexually active usually have only inaccurate inf
mationn from peers and magazines about how to prevent pregnancy, and often
gett into trouble by using ineffective contraceptives or none at all. When girls
findfind themselves with an unwanted pregnancy, they are reluctant to inform their
parentss out of shame, and usually make decisions on their own, with or without
theirr normal confidants, girlfriends and partners.
Howw should one evaluate this female agency of abortion? Seen 'positively',
fromm the viewpoint of individual women, these women tried to influence their
'fate'' and pursued their own interests. They took the initiative to manage their
reproductivee lives. Some scholars like Indriso & Mundigo (1999:50) and
Greenhalghh (1995:25) argue that these are female strategies that may challenge
thee patriarchal system and may even alter the system in the end. However, the
unintendedd negative effect of their agency, as we have seen in this book, may be
thatt it leads to severe health problems and social repercussions.
Forr various reasons I doubt whether the strategy of individual women, and I
referr to abortion now, will change the patriarchal system in respect to women's
sayy over their sexuality and fertility regulation. First, we should not overlook
thee fact that Yoruba girls and women do not intend to resist the rules and norms
off society. Their lived experience is not one of resistance. By aborting, they
publiclyy try to adhere to these rules and they excuse themselves for their deviant
actionss that were reportedly instigated by the situation they found themselves
in.. Most women, even those who have had an abortion, disapprove of it and
morallyy evaluate other women who did it, referring to the norms they themselvess violated.5 Generally, individual Yoruba women do not publicly rebel
againstt their disadvantaged gender position in the domain of sexuality and reproduction.. Many Yoruba women consider their disadvantaged position and
thee behaviour required of them, dictated by traditional norms of patrilineal society,, as inevitable. Instead, as is pan of their upbringing, they emotionally
copee with this situation by adjusting. In fact, my Yoruba female friends advised
mee to do the same. Individual women may try to actively find room to manoeuvree within the system to their advantage. Yoruba women, as all Yoruba, are
veryy resourceful, pragmatic and ambitious and they have tactics and strategies
off manipulating men (and other women) and maximise their personal interests
withinn the constraints of societal rules. If they violate dominant rules and
norms,, they would usually do so secretly because if they would do so openly,
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theyy risk being stigmatised. Since they consciously act secretly, secrecy may be
consideredd a strategy (more than it would be a tactic).7
AA second reason why I believe the strategy of abortion will not change the
patriarchall system is that it is not a female group strategy. As theorised in Chapterr 1, alternative strategies could only change dominant rules if they are group
strategiess that reflect alternative norms. Yoruba women do not seem to rebel as
aa group against their gender position in the domain of sexuality and reproduction,, in which their actions are structurally constrained by their gender role.
Theyy do not seem to have alternative group norms for sexuality and reproduction,, but instead adhere to the societal norms. In a way, this is surprising,
becausee in other domains of Yoruba society, groups of women are extremely
outspokenn and assertive. Yoruba market women, for example, constitute a
powerfull lobby group for economic concerns of women. It may be that the naturee of Yoruba society inhibits the formation of female group resistance against
dominantt rules on sexuality and reproduction, because competition between
womenn seems inherent in this domain of Yoruba society. Wives compete with
femalee in-laws and co-wives for the attention and financial assistance of husbands,, and single women compete for potential husbands or lovers. Ass explained
inn Chapter 3, competition, jealousy and distrust between individuals are featuress of contemporary Yoruba society for both men and women, although traditionall norms placed a high value on co-operation and community spirit.
Secondaryy schoolgirls constitute a more coherent group with their alternative,, although hidden, norms and practices, than women in general. Schoolgirls
havee more of a common goal and more of a common 'opponent'. They all strive
too get their certificates and aim for a better future (in which they hope to earn a
lott of money). Their first concern is their education, and they are thus not yet so
occupiedd with competing for future spouses, as are girls not in school and older
singlee women. Their 'opponents' are parents, school authorities and most other
adultss from whom they have to hide many of their questions and actions. The
peer-groupp is extremely important for schoolgirls, as a source of information, as
aa role model and as protection against other groups. There are two stereotypical
peer-groupss for schoolgirls, the 'bad' and the 'good' girls. The 'bad' girls are
thosee who do not conform to the dominant rules and values in society related to
sexuality,, and the 'good' girls are those who do follow those rules both in their
beliefss and actions. Most girls would not want to be identified with the bad girls
—— yet they may find themselves in circumstances that would cause them to be
labelledd as 'bad'. Within peer-groups, alternative norms and practices might developp as a response to some common problems. Abortion might have become
ann alternative norm in some groups to solve the problem of unwanted pregnancy,, so might preventing pregnancy with dangerous and ineffective drugs.
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Thee service and societal context that make schoolgirls have inadequate information,, which is compounded by their poor access to finances, often make girls
resortt to inadequate solutions.
Ass indicated in Chapter i, the difference between tactics and strategy is one
off gradation. It could be argued that abortion would belong more to the 'tactics'' end of the spectrum, because it is usually secret and highly constrained by
contextuall factors. However, in view of the pragmatism and resourcefulness of
Yorubaa women (as all Yoruba), and their actions being conscious and purposeful,, I am inclined to label abortion as a strategy, aimed at safeguarding their
presentt and future social and economic status. Since abortion is mostly a secret
andd emergency strategy (and secrecy is a strategy of itself) of individual women,
itit is not a female (group) strategy that resists and may even change dominant
ruless of the patrilineal society.

Recommendations s
Givenn the illegal status of abortion, the prevailing rules and norms in Yoruba
society,, the unequal gender relations related to sexuality and reproduction, the
focuss on fertility, the poor economy and the contraceptive and abortion services'' context, the problems related to abortion seem almost impossible to
solve.. Still, with all these constraining conditions in mind, I believe some interventionss could reduce the problems. The following recommendations are in
largee part inspired by participants' suggestions that were made during the participatoryy sessions of the present study, in which I presented the preliminary
studyy findings. Participants included Yoruba women, men, girls and boys from
thee communities in which the surveys took place; secondary schoolgirls and
schoolboys;; and ethnomedical and biomedical staff.
TargetingTargeting young women and in particular secondary schoolgirls
Priorityy interventions should be directed at girls and young single women, and
inn particular secondary schoolgirls and apprentices (and their male counterparts).. There is an urgent need for sex and reproductive health education in
schoolss because youth lack knowledge about almost all aspects of sexuality. Students,, beginning as early as the final years of primary school, need comprehensivee sexuality education as a basis for boys and girls to develop responsible sexual
behaviour.. Education should also address unequal gender relations. Organising
role-playingg activities with youth in schools, youth centres or churches can be a
usefull way to make assumptions about gender roles explicit, and let the role
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playerss analyse negative effects of certain gender relations. The sexuality educationn should teach youth how to prevent pregnancy, warn them against the ineffectivenesss and side-effects of some methods used as contraception and make
themm realise the dangers of unsafe abortion methods. Since the peer-group is an
importantt point of reference for youth, peer education is an effective way to
spreadd messages. These should not be only messages by the 'good' girls and boys,
whoo promote premarital abstinence; the so-called bad' girls and boys should
servee as peer educators and educate youths on safe sexual practices as well.
Alll able adults, including parents, teachers, community and religious leaders
shouldd be involved in educating youth on sexuality. This 'openness' may give
youthss confidence that they could also approach the educators when they are in
troublee caused by having had unprotected sex or have an unwanted pregnancy.
Empathiee staff in public clinics should counsel young people and provide girls
andd boys with contraceptives without moralistic messages. This would lower the
thresholdd for youth to enter public clinics. Government-established youthfriendlyy clinics, as presently operated by some Nigerian non-governmental
organisations,, would appeal even more to youth and are strongly advisable.
Ass a facilitating condition, it should be a federal guideline that schoolgirls
whoo get pregnant are to stay in school and not be expelled by school authorities
ass presendy happens. Moreover, school authorities should emotionally and
practicallyy support them, for example by allowing time for students to attend
ANC.. This would contribute to reducing the stress on pregnant schoolgirls that
pushess them to abort the pregnancy or make them quit school quietly and
shamefullyy before their pregnancy gets noticed.
PromotingPromoting modern contraception
Increasedd use of modern contraceptives, which when appropriately used are
moree effective than other methods, would definitely help in reducing the abortionn rate. It is opportune that most Yoruba women are already trying to preventt unwanted pregnancies, although with other methods. The challenge is to
motivatee these women to use modern contraception (or if their religion forbidss it, to receive counselling and education on how to properly use natural
methods).. Contraceptive service providers should tailor their information, education,, counselling and provision of devices to specific target groups. They
shouldd address the ambiguity and suspicion surrounding modern contraceptives.. They should also personalise their service by adequately responding to
thee criteria that an individual woman bases her evaluation of the acceptability
off contraceptive on, which vary according to the specific time in a woman's
personall history and context.9 Contraceptive service providers could contact
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marriedd women in MCH and FP clinics. For youth and unmarried women
withoutt children, providers should create a favourable service environment,
eitherr in regular FP clinics or in special youth clinics.
Informationn on Postinor and other emergency contraceptives (EC) should
bee given especially to girls and young single women, who often have infrequent
andd unplanned sex, and who prefer to use post-coital contraceptives. A serious
warningg should accompany the promotion of Postinor and EC promotion that
remindss users that EC does not prevent STIs including HIV.10 A special warning,
possiblyy through a public health campaign, should go out against the adverse
side-effectss of modern drugs such as antibiotics, menstrual regulation drugs and
purgativess not indicated as contraceptive that are nonetheless widely used as
such. .
ProvidingProviding safe abortion and post-abortion services
II strongly support the legalisation of abortion, because legalisation could contributee to making more abortions safe. If abortions were legal, the Government
wouldd be able to provide safe and cheap legal abortion services, control the
qualityy of private abortionists and prosecute unsafe providers. However, legalisingg abortion is a long process, and interventions could be implemented to
makee abortion and post-abortion services safer, while abortion is (still) illegal.
Decreasedd use of relatively unsafe abortion methods, increased 'professionalism'' of private abortion services and improved access to high quality postabortionn care services may help decrease abortion morbidity and mortality (see
alsoo Molina et al. 1999:58).
Thee government, possibly with the involvement of NGOs, should initiate a
non-moralisticc informative health education campaign to warn against unsafe
abortionn methods and providers. This should be directed at everyone, females
andd males, but target especially schoolgirls and young women who more frequentlyy resort to unsafe methods. Campaigns can be directed through public
andd private health services and mass media (radio or television 'soaps' are appealing)) and involve traditional healers, teachers and religious leaders. Special
warningss should go out about the use of dangerous drugs and substances for
self-abortionn (such as potash). At the same time, the campaign should inform
itss audience about the safer abortion alternatives: abortions in quality private
hospitalss and in an early stage of pregnancy.
Publicc health staff could contribute to safer abortions. Although they cannott legally perform abortions except to save the life of the pregnant woman,
theyy can do more for women who approach them for an abortion than just
sendingg them away. Instead, they should give these women more information
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too enable them to make an informed choice. They can counsel the women on
keepingg the pregnancy, inform them of the safest place to get an abortion and
warnn the women against the use of dangerous methods and providers.
Thee Federal and State governments should allow the import of safe medical
methodss (abortion by medicine) indicated for abortion, such as RU-486 the
'abortionn pill* in Nigeria, but only when the government or NGOs are willing to
trainn providers about its use and treatment of complications. Most women
wouldd prefer a non-invasive abortion method to a D&C or MVA; moreover,
medicall methods are cheaper and more private (see also Indriso & Mundigo
1999:44;; Le Grand 1992).
II recommend that Federal and State governments, with the assistance of
donorr organisations, train eligible health staff (public and private) to treat abortionn complications and provide the institutions with the proper equipment for
doingg so, while they train and instruct other health personnel to promptly refer
abortionn complications to the proper institutions. The training should address
staffss attitudes towards women with abortion complications; they should be
taughtt to be empathie and keep information confidential. The medical ethics of
providers'' concern for their clients should conquer their possible moral and
ethicall objections." The training programmes should pay special attention to
counsellingg on modern, effective, post-abortion contraception to prevent repeatt abortions. This is likely to be successful, because after abortion, women are
highlyy motivated to use contraception. This recommended 'improved postabortionn care' training could learn from the several post-abortion care projects
thatt have been started in Nigeria in which international organisations, in
co-operationn with Nigerian NGOs, train public and private health providers,
bothh medical doctors and midwives.'*
FocusFocus on infertility treatment
Infertilityy treatment must receive the priority attention of public and private
healthh services that it deserves in light of the primary role fertility plays in Yoruba
societyy (as in other societies) and the adverse health and social consequences that
thee threat of infertility may produce, in particular for women. Contraceptive
promotionn may make use of this focus on infertility, by advocating the use of
modernn contraceptive methods to prevent STDs (only condoms) and abortion,
whichh are major causes of infertility in Africa. On the other hand, improved
STDD treatment services would prevent many infertility problems, as would safe
abortionn services. Besides adequate prevention and treatment of infertility,
lobbyy groups, for example in churches and mosques, should try to renegotiate
thee meaning and negative connotations of infertility (see also Pearce 1999:77).
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CollaborationCollaboration between ethnomedical and biomedical service provider
Collaborationn between ethnomedical and biomedical service providers could
improvee the outreach, acceptability and quality of fertility regulation services.
Involvingg TBAs in prevention of abortion problems is a powerful strategy to
addresss such problems (see also Indriso & Mundigo 1999:44). TBAs are good
counsellorss and mediators, are frequently used both in urban and rural areas
andd have gained the trust of the old and the young. TBAs could, for example,
promotee the use of effective contraceptives, provide condoms, educate and
counsell women, men and youth on safe fertility regulation practices and refer
patientss to appropriate services for contraceptives other than condoms, for safe
abortionn services and for treatment of abortion complications.1'
Thiss intervention would require improvement of the presently antagonistic
relationshipp between biomedical and ethnomedical providers. Since it appeared
fromm the seminars with both types of providers that the bad relationship is for a a
largee part inspired by mutual unfamiliarity and mistrust, regular consultations
betweenn the different practitioners should be institutionalised and mediated by
outsidee facilitators/4
InvolvingInvolving religious and traditional leaders

InvolvingInvolving religious and traditional leaders, who have been sensitised about t
problems,, could be a powerful strategy to help to make the problems related to
abortionn public and to debate underlying causes of the abortion problems.
Whenn Yoruba people are made to understand and realise the dangers of unsafe
abortion,, especially for their daughters, they might adjust some of their norms
andd rules. The leaders have the authority to appeal to men to show more understandingg for the situation and needs of their wives and to parents to be more
communicativee with their children on sexuality issues."

Finally y
Abortionn in Yoruba society is usually a strategy of individual girls and women
too cope with the emergency problem of having an unwanted pregnancy. They
havee to manoeuvre within the constraints of society and therefore mostly do so
secretly.. By aborting, individual single and married women thus apply secret
strategiess to publicly adhere to dominant rules and norms and to safeguard
theirr chance of a better future. Partly because of the wish for secrecy, abortions
aree often unsafe and detrimental to women's health. I think participants in this
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study,, who included women, men, youth and health-care providers, were made
too realise that the problems could very well happen to girls and women close to
them.. Dominant rules may be strong, but are not static. They may change, not
onlyy under pressure of alternative norms and strategies (of which abortion is not
ann example), but also when they do not serve the interests of a society at large
thatt is changing under influence of macro-economic and political processes. It
iss to the benefit of parents, school authorities, husbands, in-laws, community
elders,, health-care providers and policy makers that their daughters and wives
doo not become infertile or die from an unsafe abortion.
Thee role of the social researcher in applied research is to raise awareness
amongg stakeholders at various levels and make them understand the extent and
thee nature of the problems, and thus as Varkevisser (1998:90) called it: to have a
'signalisingg function'. Signalising the complex reality of abortion for Yoruba
girlss and women is exacdy what I tried to do in this book. Hopefully all stakeholderss will seriously consider what they can do to protect girls and women
againstt becoming permanently infertile after unsafe abortion or dying from this
preventablee cause, as Toyin most unfortunately did.

NOTES S

Chapterr 1
The first time I read about it was in the Volkskrant, a Dutch newspaper, of 11th May
2001:: a 17 year-old girl died in a (legal) abortion clinic, due to an overdose of anaesthesia.
22 I chose Yoruba for the study, because in 1996 my family planned to settle in Lagos,
Nigeria,, the native country of my Yoruba husband.
33 The maternal mortality ratio (MMR), defined as 'the number of women dying of
pregnancy-relatedd causes per 100.000 live birdis', in Nigeria is one of the highest in
diee world. Okafor & Rizzuto (i994:353) report that hospital-based studies offer a
MMRR of between 800 and 1,500, but caution that most deliveries in Nigeria take
placee outside the hospitals and thus these estimates may be low. Makinwa-Adebusoye
ett al. (1997:155) give MMRfiguresof 800 for Nigeria, citing The worlds women 199$, a
Unitedd Nations report.
44 Their sample included 468 private and public hospitals, 50 recognised abortion providerss and 14 teaching hospitals.
55 Compared to an annual abortion rate of 32 in the Southeast and 10-13 in North Nigeriaa (Henshaw et al. 1998:161).
66 Of the 61 listed Nigerian studies in a WHO report (1993:33-34), all but six were hospital-basedd studies.
77 Of all 2,796 girls in the study, 44% were sexually active; 3% of all girls had ever had
ann abortion, which means that 6% of sexually active girls had had an abortion
(Makinwa-Adebusoyee 1991:51)
88 One of those anthropologists, with whose work I am familiar, is Bleek, who did extensivee work on abortion in Ghana. Bleek (1978:114) explains that the traditional
abortifacientss are identical with medicines employed for cleaning die uterus after
birthh or miscarriage and are also used in witchcraft attempts to cause enemies to
abort.. In another article, Bleek (1990:122) argues that abortion was most likely an
exceptionn in pre-colonial Akan society mainly because certain circumstances that
noww provoke abortion (which are similar to those prevailing in Nigeria) did not exist,, including prolonged schooling, postponed marriages and children that are an
economicc burden.
99 See my review of this book in Medische Antropologie 2001:413-416
100 One exception that I know of, and that has inspired this study, is the extensive work
onn contraception and abortion in Ghana by Bleek (1976,1978,1981,1987a, 1987b, 1990).
ii
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iii Total fertility rate is defined as the number of children that would be born per
womann if she were to live to the end of her childbearing years and bear children at
eachh age in accordance with age-specific fertility rates (Bellamy 2000:103). The total
fertilityy rate for the whole country was still as high as 5.1 in 1998, although it had
droppedd since i960 when the rate was at 6.5, and 1990 when the rate was 6.0
(Bellamyy 2000:116).
122 Under-five mortality rate is defined as the probability of dying between birth and
exacdyy five years of age expressed per 1,000 live births (Bellamy 2000:87).
133 Köbben could quite easily observe the reality of his relatively straightforward topic
off adherence to taboos related to agricultural work in the rural peasant societies of
thee Agni and Béte peoples he studied in Ivory Coast.
144 It could also be argued that the peasant societies that Köbben studied could not have
beenn as egalitarian as he described them; in every society there are societal and cultural
differences,, at least between age grades and sexes. In general earlier anthropologists
didd not pay much attention to these differences, as present-day anthropologists do.
155 Abu-Lughod (1986) describes in her book Veiled sentiments how Bedouin women
andd young men in Egypt, through formal oral poetry, are able to express personal
feelingss that would violate the society's moral code of honour.
166 Köbben (1955:137-138) pointed to the interest comparative anthropologists should
havee in describing the rate of rule-breaking in different societies who may have similarr rules, assuming that the reality would always more or less diverge from the rule.
177 I use Rubin's broad definition of gender system as 'the set of arrangements by which
aa society transforms biological sexuality into products of human activity' (Rubin
1975:165). .
188 In their respective books, the female Nigerian scholars Amadiume (1987:3-10) and
Oyewumii (1997:13) oppose interpretations of African women's situation in terms of
unequall gender relations, which they see as stereotypical white feminist theories.
Pearce,, a Yoruba scholar (1995:204) also warns against interpretations and conclusions,, prompted by Western theories of gender oppression.
199 In Chapter 7, I will return to these rules which say that once a woman is a grandmotherr she should not have children anymore because she should take care of her
grandchildrenn and that post-menopausal women should abstain because the health
off their husbands may be affected by having sex with them.
200 Another example in which Western feminists project their own views, according to
Pearce,, is polygyny, which they usually condemn. However, these feminists may fail
too see that in societies where official polygyny was widespread, the imposition of
monogamyy (by law or by religious doctrines) may actually be disadvantageous for
manyy women. Men still have multiple relationships but marry only one while the
otherss become the 'outside' wives. These women have no legal status and are in a
veryy insecure position (see also Baerends I994:33)211 In her book on living with HIV in Zimbabwe, Meursing (i997:43"75) adapts the 'copingg theories' of Taylor, Lazarus, Launier and Folkman for constructing a model for
copingg with HIV. Although coping with immediate problems like unwanted preg-
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nancyy and complications of abortion is different from coping widi a long-term process
off HIV infection and a chronic disease like AIDS, her discourse is useful for this book.
222 The Vietnamese women in Gammeltoft's study (1999) were likewise constrained in
theirr choice of contraceptives by the fact that IUCD was the merhod of choice offeredd by health-service providers.
233 See Howson's interesting study (1998) critiquing some of the work of Foucault
(1973,1979)) and followers, who consider obeying the rules (of the state or organisations)) as compliance of individuals who have internalised these rules. Howson says
thatt empirical research should pay attention to resistance and the positive motivationss for seeming compliance. The same point is made by Scott (1985) in his study of
hiddenn political resistance among peasants in a Malaysian village.
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33

44

55
66

77

Lagos ceased to be the capital of Nigeria on December 12,1991, when the seat of the
Federall Government was transferred to the newly built capital, Abuja. Lagos is a seasidee metropolis of not less than six million inhabitants (nobody has the exact figures)) and located in traditional Yoruba area. Epe LGA office statistics for 1998 gave a
totall population of 122,258.
Baretto et al. (1992:166) discussed methods for and problems with investigating inducedd abortion. He pointed to the limitations of most studies that do not elaborate
onn the study methodologies, including providing information to the reader on the
setting,, the way of establishing rapport and asking questions.
When interviewing with a survey questionnaire, 4% of women reported to have had
ann abortion, while with participant observation of women in the same town, he
foundd that 53% had had an abortion. He explained the difference by the fact rhat in
thee survey approach, informants were too shocked to be asked such intimate questionss by strangers, and had no choice but to lie in response (Bleek 1987^318).
This phase lasted relatively long because I could only work part-time on the study.
Sincee I did not have funding for the PhD study, I had to accept several consultancy
assignmentss in Nigeria. Most of these were related to sexual and reproductive health
andd were useful for the present study.
Van der Geest (1998:45) used this terminology of'natural informal conversations'.
See Box 2.1. Biodun is her real first name. The women and men who worked on the
studyy do not mind me using their real first names. For respondents, I used pseudonyms. .
When I was applying for a job in the Ford Foundation office in Lagos, I had shown
themm my PhD proposal. It just suited their work plan, so they funded the project
phase,, but not the writing of this book. I wrote a separate project report (KosterOyekann 2000).

88

Part of Epe LGA is 'riverine' area (along the lagoon and rivers) and villages are only
accessiblee by unreliable riverine private transportation or expensive chartered boats.
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Thiss made it impossible to include them in the sample. The four districts in Epe are
Epe,, Eredo, Agbowa and Ejirin.
99 In Lagos metropolis there are several State hospitals and comprehensive health centres,, numerous private clinics, LGA heal til centres and maternity clinics and one universityy teaching hospital. Epe LGA has one State general hospital, eight privately
ownedd hospitals (six in Epe town, one in Agbowa and one in Eredo District), one
missionn hospital and 20 LGA clinics and maternity centres.
100 After obtaining the official permission of LSHMB, the medical directors and chief
matrons-in-chargee of both hospitals facilitated the co-operation of their staff. However,, not all staff always co-operated. From my diary notes of 24 June 1998, 'There
aree always some nurses who look hostile when I try to explain the project to them. I
justt ignore them and try to smile their hostility away'.
111 Interviewers had been instructed to probe fully on open questions and record any
additionall information the respondents volunteered. Since I read the answers on a
dailyy basis, I considered certain issues that arose regularly to be important and which
thenn needed to be explored further through a question in the questionnaire. Exampless of questions added are whether women tried to self-abort before they consulted
ann abortionist and whether the abortionist gave them any information on preventionn of pregnancy after their abortion.
122 That the name was 'ANC survey' did not mean the questions only concerned antenatall or delivery care, but that interviewed women were ANC clients. The questionnairess included all issues of fertility regulation, except for current contraception use.
133 I am aware that unplannedpregnancy is a proxy for unwantedpregnancy. Not all unplannedd pregnancies were unwanted, neither were all unwanted and later aborted
pregnanciess unwanted from the time the woman found herself pregnant. A pregnancyy may have been unplanned, but more or less wanted by the woman, because
shee hoped that this would be the final motivation for her fiance to complete the
marriagee obligations. If the man refused to marry her, the pregnancy became unwanted.. Likewise, a married woman who got pregnant when she was not ready may
redefinee her situation and welcome the new child. Another possibility is that in the
coursee of her wanted pregnancy, the circumstances changed, e.g. she found out that
herr husband was dating another woman, or she or he fell sick, or lost a job, which
ledd to financial problems. The experiences in the interviews, however, show that
mostt unplanned pregnancies were also said to be unwanted. Elu (1999:254-255), in
herr study on abortion in Mexico, also pointed out that the concept of unwanted
pregnancyy is not as simple as it would appear, although the practice of abortion is
logicallyy associated with unwanted pregnancy. She says that there is often ambivalencee with respect to the longing for children, which varies with age, marital status
andd economic conditions. Therefore, a woman's or a couple's wanted pregnancy
couldd become 'unwanted' when it becomes reality. In my study I asked women
aboutt their feelings at this precise moment in time, i.e. the point at which they
foundd themselves pregnant.
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144 Thus we asked, 'What did you do with this pregnancy?' and not 'Did you keep die
pregnancyy or abort it?'
155 This was the case only a few times.
166 This is unlike, for example, North Nigeria where it is difficult to find experienced
interviewerss who are also fluent in English, because in this part of Nigeria, the majorityy of girls do not attend secondary school.
177 As will be discussed in Chapter 3, Yoruba are generally inclined to establish their statuss in any type of relation or communication with other persons, by way of dress,
mannerr of addressing others and displays of respect and disrespect. Respondents for
thee present study were usually of lower socio-economic status dian the interviewers.
II wanted to prevent what I have seen happen in many other studies I have been involvedd in: Interviewers, through their attitudes, making respondents too embarrassedd and shy to answer.
188 For the period September 1998 to May 1999, we rented a two-room apartment in
Epee town that served as both a house for Grace and an office for the study. The
Balogunn of Ijebu Epe, Alhaji Chief Apena was kind enough to let us part of his
servants-quarters.. This secured Grace safety and protection - a single woman rentingg a room on her own is not common.
199 The five more or less permanent interviewers in this project were Grace, Omowunmi,, Comfort, Biodun and myself. I have already introduced Biodun and Grace.
Omowunmii is a community midwife working in Lagos Island Maternity Hospital,
andd is married with two children. Comfort is a trained midwife with experience in
abortionn research, and is single. In Epe, Grace, Omowunmi, and I conducted the
ANCC and infertility interviews. In Lagos, Comfort, Biodun, and I conducted these
interviews.. Comfort did most of the interviews on abortion experiences in the hospital.. Grace, Biodun, Mr. Latifu (a community health officer of Epe LGA health departmentt and liaison officer between the department and the TBA association) and I
interviewedd the TBAs. The five additional interviewers for the community survey includedd three female community health officers of Epe LGA health department,
Dolapo,, Toyin and Yemisi. In Lagos I recruited, through networking, two women
withh interview experience: Ogo a nutritionist with an MSc and Kemi. Kemi, who
wass working in the National Museum close to LIMH had heard about this study
fromm her friend Omowunmi and came to express her wish to be involved in it. She
provedproved to be a very motivated, empathie interviewer. I was saddened to hear that she
hadd died in a car accident several months after she had been involved in the fieldwork.
200 For this section the article of Baretto et al. was useful, in particular the section on
casee identification (1992:163-164).
211 In the interviews for the ANC survey, we asked the women whether they ever missed
theirr period and if yes, if they used methods to 'bring back' their menstruation
222 In the 367 interviews of the ANC survey, 23 women (6%) reported ever having used a
method,, usually a drug, to bring back a missed menstruation, 5 of them (1% of all
3677 respondents) said they might have been pregnant, but were not sure. The others
saidd they were not pregnant.
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233 In role-play the actors play the given roles without previous discussion o n what the
otherr actors will say and do. W i t h a drama, the actors are asked to act out a realistic
situationn and choose their parts. T h e actors discuss beforehand how diey are going
too stage the play.
244 These topics were brought up during the TBA association meetings and partly varied
inn Lagos and Epe. Topics included postpartum haemorrhage, bleeding in pregnancy,, hygiene, oedema in pregnancy and nutrition during pregnancy.
255 In Epe, LGA staff were Mr. Latifu and Mr. Oluwo. In Lagos, LGA health staff were
Mr.. Andoyi and Mrs. Tawakalitu, and from LIMH, Mrs. Lawal.
266 A follow-up activity of the present study, a training of the TBAs from January to July
2000,, in which the same health staff as the present study facilitated, proved that the
relationshipp between the biomedical staff and TBA was still good. They had been
seeingg and visiting one another since the end of the workshops.
277 Ilupeju Secondary School in Ilupeju LGA of Lagos metropolis was selected through
networkingg (see Box 2.1). It is an ordinary state secondary school with about 3000
studentss divided over three classes of Junior Secondary School (JSS) and three classes
off Senior Secondary School (SSS).
288 In terms of calendar dates, these sessions did not really fall within the third phase of
diee study, but in terms of the way the data was collected, they do. In fact, I had not
reallyy finished the project in the school in December 1998. I would have liked to
continuee and the students told me they would have liked to continue as well. H o w ever,, the principal of the school made it impossible for me to keep on working with
thee students, because she required money for me to d o so.
299 Bleek, in turn, has used the suggestions of Molnos (1968, in Bleek 1976).
300 Only a few students said they did not want to be part of the project, because they
weree Born Again Christians and did not want to hear anything about sexuality
(whichh they equated with sex).
311 Students had indicated these topics, which included female and male reproductive
organs,, menstrual cycle and menstruation, development of pregnancy, STDs and
HIV/AIDSS and the prevention of STDs and unwanted pregnancies.
322 I had wanted Mrs. Ekundayo to interview women with complications in LUTH
(Lagoss University Teaching Hospital), a referral hospital, b u t unfortunately the
doctorss were on strike for months and clients were referred to other hospitals.
333 Two organisations, the Society for Family Health and John's Hopkins University
(withh a project in Nigeria), have informed me that they now make use of the informationn in the booklet.
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Yoruba also live in parts of the adjacent Benin Republic and Togo, a country borderingg Benin.
22 More than 200 ethnic groups live in Nigeria, each with their own language and culture.. Yoruba, Ibo and Hausa are die largest in number, and together account for
aboutt 60% of die population (Larsen 1995:139).
33 Important reference books on Yoruba society that I used include Babatunde 1992,
Bascomm 1969, Buckley 1985, Fadipe 1970 and Hallgren 1988. Informants were die
women,, men and youth in group sessions, respondents in exploratory interviews
andd die secondary school students participating in a sexuality-education project (see
Chapterr 2).
44 Different Yoruba subgroups are: Oyo of Oyo and Osun state, Egba, Ijebu and
Aworii of Ogun and Lagos, Ife and Ijesa of Osun, Ondo, Idoko, Ikale, Idanre, Ilaje
andd Ekiti of Ondo state, Yagba, Igbomina and Ilorin of Kwara and Kogi states.
55 I had originally named this section 'religions and world- view', but was struck by the
critiquess of Oyewumi (1997:3), a Nigerian scholar, who commented that 'worldview'' is a Euro-centric term to sum up the cultural logic of a society. The term
impliess that the Western world mainly perceives the world by sight. World-sense
capturess the conception of die world in terms of other senses, as most Africans do. I
sympathisee with Oyewumi's objections and follow her terminology here.
66 Some of die deities are known and worshipped all over Yoruba land including
Obatala,, the creator, Orunmila, die God of divination and Ogun die God of iron.
Otherss are more localised and are Gods of certain rivers or mountains. Some orisa
aree more personalised, because they were living on earth as human beings before,
suchh as Sango, the God of thunder who was a grandson of Ododuwa, while others
aree barely personifications of their function, such as Orisaoko, God of the farms.
77 This is in contrast to the situation with Ibo of Eastern Nigeria, who are predominantlyy Catholic.
88 Aladura churches also offer healing services for recovery of apparendy incurable ailmentss and special services to secure economic fortune, or to ensure die favours of a
man/husbandd or woman/wife (Haynes 1996:181-182).
99 A child possessed by such a spirit is called abiku, meaning 'born to die'. There are
manyy ceremonies that are intended to try to keep suspected abiku children alive,
includingg making gbere, incisions on the cheeks, so that the fellow-spirits will not recognisee the child and will not call her to join them in die other world and leave the
earthlyy parents. Maclean (1982, in Engelkens 1991:133) explains the belief in abiku as
aa 'soothing' explanation for the high infant mortality. Engelkens (1991:134) who has
workedd as a medical doctor in Nigeria and had personal experience widi abiku, radier
seess it as a reality, which cannot be explained by Western scientific knowledge.
100 Likewise Karanja's study (1994:206) among 20 educated Christian Yoruba women
foundd that all believed in and had practiced juju.
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111 Of 190 secondary school students in Lagos involved in the education project for the
presentt study, 78% of their modiers were small traders, 18% of die students' mothers
weree salaried workers and only 4% of students' mothers in die project were full-time
housewives.. Of their fathers, 36% were in business, 8% were self-employed artisans
andd 26% were in a more highly qualified profession, including banker, lawyer, doctorr or teacher.
122 A UNICEF report indicates that GNP per capita average annual growth rate was still
4.22 in 1965-80, but fell to 0.7 in 1990-97. The same report states that 31% of the
populationn has to live on less than 1 US dollar a day, which is far from sufficient
(Bellamyy 2000:106). Before the 1970s, Nigeria depended mainly on agriculture for
itss domestic and foreign earnings. The five major export crops were cocoa, rubber,
cotton,, groundnuts, and palm products. Oil was discovered in Southeast Nigeria in
thee late 1960s (Feyisetan & Ainsworth 1996:161).
133 Figures on education levels attained for other areas in Nigeria: Southeast 36% no
formall education, 41% primary, 23% secondary; Northwest 88% no formal education,, 8% primary, 4% secondary; Northeast 83% no formal education, 12% primary,, 5% secondary (Makinwa-Adebusoye & Feyisetan 1994:47).
144 This information is based on discussions with youths and from self-administered
questionnairess with the 'fill in the sentence' question: 'After I'll have finished school
II would like to ...'
155 DHS figures for Southwest Nigeria in 1990 on marital status: 10% of 15-19 year olds
weree married, 57% of age 20-24, 87% of age 25-29 and all women of 30 years and
abovee were married (Makinwa-Adebusoye & Feyisetan 1994:47).
166 Marriage between blood relations was avoided, no matter how distant the relation
andd irrespective of whether it was through the father's or mother's line (Taiwo &
Olunladee 1998:1).
177 Baerends (1994:24) argues that using the term bridewealth is more appropriate than
usingg the synonym 'brideprice', because of the connotations of'buying a wife' that
thee latter term has.
188 The quality of these ceremonial items is used to compose prayers for the success of
thee marriage such as, 'This is honey, although it is made by bees which sting, it is
sweet.. May your life be sweet (i.e. happy) as honey. Salt puts flavor into the stew.
Mayy your union be flavored with happiness. Palm oil brings a cooling effect on
stew.. May your life be cool. This is kola nut that produces profusely. May you increasee and multiply'. (Babatunde 1992:205-206).
199 Compared to Yoruba, women of the other main ethnic groups in Nigeria marry relativelyy earlier. Ibo women in the Southeast marry on average at 18 years of age, while
Hausaa women in the northern regions marry at around 15 years of age.
200 The secondary school students were asked at what age they would like to get married.. Boys reported a mean preferred age of 28.1 years, while girls reported some
yearss lower at 25.7. The figures did not differ between Christian and Muslim students.. The age at which they would like to have their first child was one year after
theirr marriage - the main reason for marrying being to have children.
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211 Bascom (1969:64) cited a survey of Galetri et al. in the 1950*5 among 776 headsof-householdss in six states in Yoruba area, of whom 63% lived in polygynous unions.. Orobuloye found 56% of rural Ekiti wives to be in polygynous marriages in
19755 (Caldwell et al. 1991:233)
222 Of the 45 Muslim students, 53% were from polygynous homes, compared to 'only'
25%% of die 115 Christian students. Of die 21 non-Yoruba, mainly Ibo and Hausa,
19%% were from polygynous homes.
233 Proverbs were collected from informants in exploratory interviews and in sessions
widii traditional healers.
244 Completed fertility is die total number of children born to a woman. This is influencedd by various biological and socio-cultural factors. A woman's 'natural fertility' dependss on a sec of biological variables: fecundability, which is the monthly probability
off conceiving; uterine mortality; duration of the postpartum period when a woman
iss not likely to ovulate nor conceive; and the incidence of sterility. However, cultural
practisess and social circumstances modify these biological variables; some examples
aree age of becoming sexually active, postpartum abstinence, polygyny, residence patterns,, length of lactation and extra-marital affairs. Thus, completed fertility is a synthesiss of biological fertility and sociocultural circumstances (MacCormack 1982:1-2).
255 The mean number of surviving children of mothers of the secondary students involvedd in the present study was 4.6. In the community survey, the mean number of
childrenn of women 40-49 years of age who had at least one child was 4.8. The
womenn 40-49 years of age in the community survey had had a mean of 6.5 pregnancies.. Thus, given the number of pregnancies 'lost' (by miscarriage, stillbirth or childrenn who died), and the fact that most mothers of the school children would not
havee reached their completed fertility yet, the figures of the present study are about
thee same as those found by Hollos & Larsen.
266 Varkevisser (1973:76-77) described very similar relationships between parents and
theirr children among the Sukuma of Tanzania.
277 Most (83%) of the urban secondary school students in the education project of the
presentt study stayed in a house with only both their parents (not with an extended
family). .
288 Men have to prostrate or bow before their seniors, women have to kneel or curtsy
beforee theirs. For seniors, one has to use the 'you' plural pronoun (f), instead of the
singularr 'you' {g).
299 Junior refers to the length of attachment to the family, not to age.
300 Homosexuality of both men and women is abhorred and considered a disease. It is
generallyy known that it happens, but is always kept a secret.
311 Married women are not supposed to do more than play; for them, an extramarital
affairr is taboo. Men are allowed by custom to continue their game in a more serious
manner. .
322 Lozi adolescent girls receive education from older women about how to behave like
aa proper wife, including how to please their husbands sexually. During this dayslongg initiation, they remain in a separate room or hut.
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333 These questions could be asked in class, but also could be written on a slip of paper,
withoutt necessarily signing a name, and then given to the facilitators. It was obvious
thatt most of the students felt shy to ask these questions, either because it would exposee their thoughts or their believed ignorance to their peers. W e received most
questionss anonymously, on a slip of paper.
344 For example: Makinwa-Adebusoye (1991:46) found 4 4 % sexual activity among urban
youthss aged 12-24,3% below 15,19% between 15-17,61% of 18-19 and 86% between 20
andd 24. A study of the Federal Ministry of Health (1994) found that 7 3 % of urban
youdiss aged 12-29 m I O cities reported having started sexual activity before the age of
18.. A nation-wide study in Nigeria by the Society for Family Health showed that
4 6 %% of boys and 30% of girls between 13-19 years were sexually experienced, and that
thee mean age for the first sexual experience was 15 years (Akinyemi et al. 1996:26).
355 Besides the plomp wewe and the babalawo, other traditional healers mentioned were:
Oniwale,Oniwale, also referred to as agbomola, healer who saves life/people from evil forces;
EleweElewe pmp, trader in herbs, some with speciality in children's herbs; Alfa, religious
healer,, either in the Islamic or Christian ways; Olosanyin, he w h o gazes in water or
mirrors;; Dako dako, performs circumcision of babies; Onikola, same functions as
dakodako dako but in addition is specialised in making traditional marks on any part of
thee body; Herbalist, a generalised name for any person who uses herbs in alleviating
problems;; Spiritualist (woli), prophet in the Aladura churches, may also deliver
babies;; and Oloogun, general name for traditional healer.
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In Chapter 8, the Yoruba belief that witchcraft may be the cause of infertility will be
furtherr discussed.
22 T h a t too short a birth interval is still a point of gossip in Yoruba society became clear
too me when I was present at a party with mainly Yoruba guests. T h e Yoruba master
off ceremonies was going on and on making people laugh with his jokes about the
Catholicc Ibo of Eastern Nigeria who are used to having a child every year.
33 Only one group of older women had another opinion; they said that pregnancy of
ann unmarried girl is not stigmatising. Parents should give full support to the pregnantt girl. If the man who made her pregnant denies responsibility or the girl cannot
orr does not want to identify the father, the girl's parents should help her to take care
off the child. In most cases however, the man comes back later and claims the child.
H ee is normally given the child, because traditionally children belong to the father's
lineage.. O n e woman told a story about her daughter who became pregnant and
namedd three different men as the father; they all denied responsibility. She (the
womann telling the story) had n o choice but to accept the child of her daughter.
44
55

Only two out of 46 objected, on moral grounds.
Apprenticeship is a common way for boys a n d girls to learn a trade in Yoruba society
—— and a source of cheap labour. T h e parents of the apprentices have usually paid and
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havee signed a contract regarding die conditions of service and payments widi die
'master'' or 'mistress'. An apprenticeship lasts between three to five years. At die end
off the training, usually a 'freedom' ceremony takes place and die apprentice gets a
certificatee or diploma. She or he is dien allowed to set up a business of her/his own
(seee also Eades 1980:86).
66 Women of die community survey were included who had had at least one pregnancy.
77 F igures for die ANC survey and die community survey did not differ much in Lagos,
whilee in Epe the figures for abortion among ANC clients was considerably higher
(22%)) than in die community (14%). This may be due to the fact that more of die
ANCC clients were from Epe town and Agbowa, a district capital, while of die women
interviewedd in die community survey, only about one-fifth were from Epe town and
diee odiers from rural villages.
88 The 410 respondents in Lagos reported to have had a total of 1,383 pregnancies,
whilee die 509 women interviewed in Epe had 1,745 pregnancies.
99 As was explained in Chapter 2, we arrived at a study population of 652 women with
abortionn experiences (see Table 2.4). Some of diese women were recruited from die
direee surveys done for this study, because in the course of die interviews it appeared
thatt diey had had an abortion: 157 women were recruited via die community survey,
1222 via die ANC survey and 24 women via the infertility survey. The remaining 349
womenn who shared dieir abortion experiences were selected in die community and
clinicss of service providers solely to complete die questionnaire on abortion.
100 These were single women who had been pregnant.
111 D&C is a procedure for emptying die uterus that involves scraping the uterine lining
widii a metal curette (also known as 'sharp curettage'). VA, vacuum aspiration, also
calledd 'suction curettage', can be performed widi an electrical suction pump (EVA)
orr widi a manual syringe (MVA) which is not dependent on electricity (Coeytaux et
al.. 1993:138).
122 Attempts to self-abort may have already produced some complications before the
womann reaches a hospital. In non-hospitals die safety of D&C or VA is doubted becausee both die qualifications of the abortionists and die hygienic conditions may
nott be up to standard. If not done by a qualified and skilled person, D&C and VA
mayy end in an incomplete abortion and/or perforation of die uterus.
133 This figure cannot be read from Table 4.5.
144 MVA does not require an operating dieatre setting like D&C, with electricity, anaesthesiaa or sedation, and can be performed as an outpatient service, which makes it a
muchh cheaper procedure. MVA equipment is available at teaching and some public
hospitals,, as well as at some mission hospitals. These hospitals are involved in a
post-abortionn care program training by IPAS (International Project Assistance Services)) and IFH (International Family Health). The MVA equipment is supposed to
bee used for post-abortion care only. In how far die equipment is also used for procuringg abortions can only be guessed at, but officially, it does not happen.
155 If women did not report any complications of the abortion, it does not mean diat
diee abortion did not have complications. Several studies (cited in Otoide et al.
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2001:80)) have shown that there may very well be no outward complications of abortion,, while later a woman may have difficulty conceiving or have an ectopic pregnancyy as a consequence of her previous abortion.

166 Henshaw et al. (1998:160) found similar figures on percentages of abortions by privatee clinic providers resulting in complications.
177 Applying a chi-square test found significance at p<ooi.
188 The question of whether the respondent had personally known a girl or woman who
hadd died of abortion was not asked to all respondents in the community survey.
Thiss was one of the questions that were added to the questionnaire, after earlier interviewss had indicated that this would be an interesting question to ask (see Chapter 2).
199 This finding supports work of other researchers: Bleek (1978,1990) for Ghana and
Caldwelll & Caldwell (1994) for Nigeria.
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Only 17 of all 1073 abortion experiences were of either divorced or widowed women.
Becausee their number is so small, these data have not been analysed separately.
Table 4.4 showed that at the time of the interview 83% of women were married
whilee at the time of their abortions only 22% were married and 77% were single.
These included the community survey, the ANC survey and infertility survey (see
Chapterr 2).
This was a personal history in a survey and no further questions were asked, so we do
nott know if it was a one-time rape or a regular affair. We do not know what the
motherr did about her marriage; she probably had her own motivations for carrying
onn with it, since she did not tell the brother that his sister was raped by her stepfather. .
In the questionnaire on abortion experience, it was only asked in later questionnairess if anyone influenced the woman's decision to abort. The data therefore relate
too the 196 last interviews.
The national study of Henshaw et al. (1998:161) quoted in the literature review of
Chapterr 1, found that 27% of private hospitals provided abortion services.
Bonesetters are Ijaw/Ilaje, a Yoruba sub-tribe from Bendel State, who can massage
thee pregnancy out.
Abortion in a private clinic by medical staff in Nigeria is still affordable if compared
withh abortion in some other countries like Brazil and Mexico. Ehrenfeld (i999:378)
statess that abortion in a good private hospital in Mexico costs between 340 and 1000
USS dollars. Misago & Fonseca (1999:224) give figures for Northeast Brazil where
womenn have to pay between 500 and 1000 US dollars for an abortion in a clinic underr medical supervision and for an abortionist outside a clinic 41 US dollars. Drugs
usedd for abortion, mostly Misoprostol cost 21 US dollars. I do not know the income
off the women, but since their studies were among poor women, we cannot expect
themm to be able to afford a safe abortion.
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I did not find any use of Mifepristone (RU-468, 'die abortion-pill') or Misoprostol.
Thee latter is a medicine to treat stomach ulcers that has to be put in the vagina to
abortt a pregnancy. It is often used in Latin American countries and described as a
medicall abortion method in Where women have no doctor (Burns et al. 1997:245).
100 Bleek & Asante Darko (1986:336-337) also described many of these drugs and substancess to be known and used by Ghanaian women. Renne (1996:485) described
theirr use by Ekiti Yoruba women in Nigeria.
111 Pick et al. (1999:300) discuss this belief in the effectiveness of ineffective abortifacientss in Mexico.
122 These findings in Yoruba society contrast to those of Ehrenfeld's study among Mexicann adolescents, where mothers are (together with boyfriends) the most influential
figuress with decisions concerning abortion (Ehrenfeld 1999:378).
133 A chi-square test revealed significant differences (p<o.oi) in safeness of abortion by
schoolingg status: 51% of abortions of secondary schoolgirls were unsafe, 23% of
abortionss of post-secondary students, 46% of abortions of apprentices and 38%
abortionss of non-schooling single women were unsafe.
144 The following anecdote illustrates the importance of a 'good' menstruation and that
anyy irregularities can be helped by T6A treatment. During a training project with
TBAss I was involved in, a TBA reported on his experiences with health education
aboutt safe and fertile periods that he had just learned about and felt confident with.
Itt boosted all of the TBAs' morale to have learned 'modern' methods of contraception.. The TBA reported: "I counselled some of my clients, about four of them. Three
weree infertility cases while the other one did not want to get pregnant. I explained it
properlyy to them. I had no problem explaining it. My clients appreciated this
method.. At the end of the counselling one of die clients asked what she could do to
havee bright blood during menstruation. I answered her that I do not know of an orthodoxx method but gave her traditional medicines."
155 Two percent (2%) of post-secondary, 4% of apprentices and 2% of non-schooling
womenn had second trimester abortions. Chi-square test is significant at p<o.oi.
166 In earlier abortion questionnaires it was only asked at which month the respondent
aborted,, not at which month she found she was pregnant. Thus in earlier questionnairess the question about reasons for any delay was also not asked.
177 I used the 708 abortion experiences of which women not only reported the abortion
providerr and methods, but also were asked and indicated whether they tried to
self-abortt before going to a provider. Thus, the total is not the 823 of all abortion experiencess of single women we recorded.
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I realise that the actual control of the husband and in-laws over the wife varies from
marriagee to marriage, but even so, each wife is still subject to the rules of being a
wife. .

328 8

22

33
44
55

66

77

SECRETT STRATEGIES

In the community survey in Epe, 40% of women had their children delivered by a
TBAA and 19% in a private clinic. Of women in Lagos, 30% delivered with a TBA and
377 % in a private clinic.
For all 233 experiences thefigureswere 79% private, 7% chemist, 6% in a room, 3%
traditional,, 3% self-induced and 2% public.
The medicines and substances used for abortion were explained in Chapter 5.
The stories of die three odiers: The first was a 29 year-old petty trader who first tried
self-inducedd abortion by taking antibiotics. When it did not work, she went to a privatee hospital for D&C for which she paid just 800 naira. A 29 year-old receptionist
hadd a vacuum aspiration of a two-months-old pregnancy for which she paid 1,200
naira;; the needle of the syringe perforated the wall of the vagina and bladder. The
thirdd woman (Gbemisola) had to pay just 1,000 naira for her abortion.
As mentioned in Chapter 5, not all women were asked whether they delayed abortingg after they found that they were pregnant and wanted to abort. Of 186 experiencess of married women who were asked, 24% delayed aborting: 19% by one
month,, 5% by 2 months and just 1 person by 3 months after they found they were
pregnant.. Just 3% of abortions that married women had were done in the second trimesterr of pregnancy.
This was explained to me by informants in in-depth interviews and also found in the
literature.. Luchok (1993:75) stated, 'It is a taboo to reveal a pregnancy until the pregnancyy is well advanced. To announce a pregnancy too soon is considered an invitationn to misfortune.'

Chapterr 7
Unwanted pregnancy has been defined for this study as 'a pregnancy the woman reportedd not ready for when she found out to be pregnant' - see Chapter 2, and note
133 of that chapter.
22 See Table 3.1.
33 I have been unable to collect figures on the percentage of secondary schoolgirls in the
generall population of single women, but it won't be as high as 34%. Of all unwanted
pregnanciess of single women, 34% were of secondary schoolgirls, 37% of women not
followingg any education, 18% of apprentices and 11% of post-secondary students.
44 Post-coital contraceptive oral methods (also called 'emergency contraceptives') can
bee taken up to three days after intercourse, to prevent implantation of the fertilised
eggg in the lining of the uterus, which, according to biomedicine is the beginning
off human life. The Catholic religion in particular opposes post-coital contraceptionn because Catholic authorities see it as an abortion rather than prevention of
pregnancy.. They consider fertilisation of the female egg by the male sperm as the
onsett of human life, unlike health professionals who regard the implantation of the
fertilisedd egg as the start of life. In addition to oral methods (usually a large dose of
ordinaryy birth control pills) another (biomedical) post-coital method is inserting an
11
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IUCDD within five days after intercourse. This may inhibit ovulation, fertilisation or
implantation,, depending on when during the woman's menstrual cycle the pills are
takenn or the IUCD is inserted (see also Burns et al. 1997:224-225).
55 SFH receives technical support from Population Services International (PSI) Washington,, and the programme itself is heavily financed by the Department for Internationall Development (DFID), Britain.
66 I learned this during a workshop I participated in to design a post-abortion care programm for private practitioners. The private practitioners present indicated they were
hesitantt to enhance their FP activities, including counselling and selling contraceptives,, because this would require extra personnel, extra space and extra time - all of
whichh involve extra cost.
77 During group discussions, the TBAs in Epe and Lagos explained that in the past
TBAss did not provide methods of contraception, but just encouraged women to
practisee postpartum abstinence. This was because they believed that a woman did
nott have the right to 'interfere with the work of God'; it was considered wrong to alloww children to remain in the body, i.e. to not be born. It was also risky to stop bearingg children, because many children used to die in the past, and parents would never
knoww how many would survive. Dying widiout any living offspring was considered
diee same as dying without ever having had children, a terrible fate for both men and
women.. The TBAs said that some modern-day TBAs give 'traditional' contraceptives
sincee die emphasis in die country is presendy on family planning, and these TBAs
havee responded to this trend. They reported that TBAs had known about traditional
contraceptivee methods from die knowledge handed down to them by their forefathers,, but had not used their knowledge for contracepting purposes before, only
forfor juju, magic practices.
88 Taboos with oruka mentioned by 39 TBAs were (with in brackets the number of
timess the taboo was mentioned): Oruka should not touch die ground (9); die
womann wearing it should not share a boiled egg (5), not touch a corpse (4), not wear
itt when menstruating (6); not eat okro (2); not remove it from finger (3); not share
locall egg (1); not share food with others (1); not eat red yam called esuru (1); wear it
duringg intercourse (1); not touch omi ogi (water from uncooked pap) (1); not use antisepticc soap (1); not eat asala{a. black nut) (1); not wear it when gathering refuse (1).
99 Taboos associated with asej? include prohibitions against eating a local egg (1), dividingg a gizzard (1), eating a fish caXied fob, (which is an ingredient in asqe) (1), havingg intercourse during menses (1), telling anyone that she ate asejt (1) and touching a
deadd person (1).
100 In Chapters 3 and 5 I explained that in certain poorer parts of Yoruba society, a
womann is expected to prove her fertility before marriage because die family of the
futuree spouse wants to be sure she is a wife worthh the bridewealth.
111 Yoruba consider die start of pregnancy as the fusion of blood of die mother and semenn of die man.
122 Orubuloye (1981) and Pearce (1995:199) alsoo reported diis tradition of abstinence by
Yorubaa grandmothers. Varkevisser (1973) reported this tradition among the Sukuma
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off Tanzania, and Oodit & Bhowon (1999:156) reported how some older Mauritian
womenn explained they had an abortion because they already had adult children who
wouldd feel embarrassed if they had a baby sibling.
133 This view is common also in other societies. I came across it during my work among
thee Maasai of Kenya and the Lozi of Zambia.
144 We asked about the opinion on modern contraceptives in an open question in die
ANCC and infertility surveys. In the ANC survey a total of 367 women were interviewed,, in the infertility survey 69 women (see Table 7.1)
155 The 1990 DHS figures on specific contraceptive use for married women in Southwestt Nigeria were: pills and injectables 6%, IUCD 3%, diaphragm 1%, condom 1%,
sterilisationn 0%, rhythm 2%, withdrawal 1% and other 1%.
1616 Fifteen percent (15%) of married women in the community survey were pregnant
andd 19% of the married women wanted pregnancy. Only 8 single women were pregnant;; 6 of them with unwanted pregnancies (4 of them had tried to abort) and the
otherr 2 were engaged and ready to be married. The 19 single women who wanted
pregnancyy were older, over 25 years, and engaged or ready to be married. 'I am ready
too get married next month, so I can get pregnant now' said a 30 year-old teacher in
Epe.. This may point to the changing practice mentioned earlier, that in-laws-to-be
noww want proof of the fertility of the future wife.
177 Questions inquired about the length of use, satisfaction with the method, the source
off the contraceptives and whether they were used regularly or not.
188 One woman using injectables for a few months complained that the injectables
madee her scratch her body.
199 Following this line of thought, during exploratory interviews and FGDs some
Yorubaa reported that after menopause a woman should not have sex, because the
dirtt can not be washed away monthly. This is also unhealthy for the man, who can
contractt certain illnesses, including a certain type of atosi, gonorrhoea. (This would
bee a good excuse for a man to take a second, younger wife.) When exploring this reasoningg with the TBAs involved in the present study, some, especially in Lagos,
agreed,, while orhers, in particular in Epe, disagreed. The TBAs in Epe pointed to the
advantagee of sex with a wife who was post-menopausal: the couple would not have
too worry about pregnancy anymore and could therefore be more relaxed.
200 We did not ask whether the women were using breast-feeding exclusively or
whetherr die baby was being weaned.
211 Menstrual regulation drugs including Menstrogen, Apion and Steel can indeed preventt pregnancy, but if taken without prescription and indiscriminately they may alterr the menstrual cycle, cause spotting, cause menstruation to cease altogether or
hormonall imbalance that leads to infertility. Gynaecosid, used in the treatment of
amenorrhoeaa cannot work as a contraceptive, but it can cause an abortion. Purgativess such as Andrew's Liver Salt and Epsom salt cannot work as a contraceptive, aldioughh they might work as an abortifacient if taken in high dosages, by causing
strongg contractions. Antibiotics including Ampiclox, Ampicillin and Tetracycline
mayy destroy the sperm cells and thus work as a contraceptive, but not as an
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abortifacient.. Taken routinely as a contraceptive, they may cause resistance and renderr the drugs useless in case of infection. Some antibiotics may cause deformity of
diee foetus, gastro-intestinal irritation, skin rashes and vein problems. Alabukun and
Codeinee are strong analgesics that could sometimes work as contraceptive and also
causee abortion (Source: research by Comfort Essien, commissioned for this study).
222 This figure is considerably higher than the 31% of the 1990 DHS figures o n ever-use
off contraceptives for Soudiwest Nigeria (Makinwa-Adebusoye & Feyisetan 1994:65).
233 Yoruba w o m e n are not the only ones w h o gauge reproductive health by the appearancee of their menstruation. In a study of acceptability of hormonal contraceptive
methods,, Hardon (1997:72) found that anthropological studies in many countries
hadd identified abnormal menstruation (delay, absence or irregularity) to be consideredd a sign of bad health.
244 T h e number of women out of one hundred who will become pregnant when using a
specificc contraceptive correctly for one year: 12 with condom, 3-5 widi OCP (dependingg on the type of pill, e.g. progestin-only pill is less reliable), less than one with
injectionss and 1 with IUCD (Burns et al. 1997:201).
255 Injections can cause excessive bleeding and are very painful; coils can break inside
thee w o m b , cause excessive bleeding and abdominal pain; pills cause bleeding twice a
m o n t h ,, weight gain, swollen stomach, discharge from private parts, works widi your
bloodd and causes other problems.
266 T h e women were from different religions: Pentecostal, Roman Catholic, Mission,
Moslem,, Born-again Christian.
277 Unfortunately, it was not asked in the first questionnaires on abortion experiences
whetherr the woman had used any contraceptive method before she got pregnant.
Thereforee we have information on only 876 experiences.
288 Chi-square test for contraceptive use before abortion / in community shows significancee at p<o.oi.
299 Chi-square test for contraceptive use of c o m m u n i t y women n o abortion / had abortionn is significant at p=o.02.
300 This interpretation cannot be read from Table 7.7.
311 First the commercial drug-importing and distributing company 'Interscavon' was
thee sole importer of Postinor (in a pack o f t e n pills, for five doses, two are used at a
time)) from Hungary. T h e n Postinor-10, produced in Pakistan, reached the market
throughh commercial channels. T h e Society for Family, a non-governmental organisationn for social marketing of contraceptives, has recendy begun promoting
Postinor-22 (two pills, for one-time use) as an emergency contraceptive with a speciall emphasis on young persons as a targeted audience.
322 A recent focus group discussion study among adolescents in Benin city, Edo State, also
foundd high awareness of the emergency contraceptive Postinor (Oroide et al. 2001:79).
333 This question was not asked in the first interviews.
344 Bulut & Toubia (1999:268) reported the same for Turkey.
355 Also observed by Tai-hwan et al. (1999:364) for Korean single women.
366 Also identified for Mexican adolescents by Ehrenfeld (1999:374).
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377 The earlier mentioned Postinor advocacy campaign of SFH goes along with these
notionss of circumstances of unprepared and irregular sex of young girls. The campaignn was also inspired by the findings of the present study.
388 Likewise, Bleek's (1976) main conclusion in his study of birth control in a rural
townn in Ghana was that contraceptives were available for those who did not want
themm (married couples) and were kept away from those who wanted diem (unmarriedd youngsters).
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Percentages of (self-declared) infertile women who reported trying to get pregnant
forr less than one year ranged from 5% of infertile women in the community survey
too 28% in the exploratory interviews. These percentages were 9% in the infertility
surveyy and 14% in the ANC survey.
A research consultant collected these proverbs from community members and traditionall birth attendants.
During the present study in Nigeria I had a similar self-administered questionnaire
completedd by 81 secondary school students in the Netherlands, 44 boys and 37 girls.
Thee answers of the Dutch students on the same 'finish the sentence' questions were
veryy different, as could be expected given such different sociocultural contexts. The
majorityy of Dutch students answered that a woman or man without children probablyy did not want to have children, adding that they most likely had chosen for a careerr or wanted to keep their freedom. They reasoned that every individual has the
rightt to choose to have children or not. Very few Dutch students thought that a
womann or man would be involuntarily childless and that s/he would probably be
lonelyy without children.
For the whole of Nigeria, the childlessness due to primary or secondary infertility
wass 4% as calculated by Larsen. The low figure for Yoruba may be due to biological
factors,, or to social factors that make infertile couples divorce and remarry. Women
mayy also have secured children in another way than biologically (see the section on
'Coping'' in this chapter).
Figures for all women, married and single, in urban (Lagos) and rural areas (Epe) interviewedd in the community survey were about the same: 17% of the 283 women interviewedd in Lagos and 19% of those 369 in Epe ever had infertility problems; for
marriedd women only, the figures were 24% in Lagos and 23% in Epe.
She has been using Menstrogen, indicated for menstrual regulation, as a routine
post-coitall contraceptive for three years, before she tried to become pregnant. This
extendedd use of the drug might have affected her hormonal system.
Sixteen (16) women had ichild, 11 had 2,10 had 3,5 had 4,1 had 5 and 2 women had
66 children.
Infections seem to play a major role as a cause for infertility in Africa. A WHO study
foundd that 64% of infertile women in sub-Saharan Africa had a diagnosis that could
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bee attributed to infection, which is about double the rate in other study regions
(Gerritss at al. 1999:12). Okonofua (1996^958) states that in Nigeria, infection is die
majorr cause of infertility in both women and men. Infections can be due to STDs,
unsafee abortion and postpartum infection.
99 It is striking how many of die traditional Yoruba explanations for infertility resemblee those of Sukuma of Tanzania as elaborated in Boerma & Mgalla 2001, Chapters
7,, 8 and 9. Other ethnic groups possibly have similar discourses. For example, aran
ginifaginifa resemble die nzoka of Sukuma. Nzoka are snake-like creatures that live in a
person'ss abdomen, and may cause infertility (Gijsels et al. 2001:213; P°°l & Washija
2001:245;; Varkevisser 1973). However, nzoka are believed to also possibly cause
otherr health problems whereas aran ginifa only cause infertility. I heard several
timess that aran ginifa used to play with the foetus in the womb.
100 Biomedicine also considers intra-uterine fibroids as a cause of infertility. Biomedical
doctorss involved in the study reported fibroids as a main cause of infertility among
theirr clients. They also reported that women are ambivalent about have a fibroid removedd by surgery, because of the belief that they may come back in the next life
widioutt a fibroid which would make them unable to conceive. The TBA treatment
off big fibroids by herbal medicines is intended to only shrink diem, but not to removee them completely.
111 I described die traditional ceremony to get rid of a spirit husband in another publicationn (Koster-Oyekan 1999:18).
122 For Sukuma of Tanzania described by Allen (2001:232) and Gijsels et al (2001:212).
133 See Table 5.4 in which six percent (6%) of single women with an unwanted pregnancyy said rhey did not abort because abortion was a taboo in their family.
144 This denial is common widi stigmatising conditions, as described for leprosy patientss by Varkevisser et al. (2002).
155 Fifty-she percent (56%) of the 153 community women with miscarriage had a D&C
afterwardss that was not done on medical indication. Sunby & Jacobus (2001:267)
describedd this 'cleaning of a dirty womb' as treatment of infertility all over Africa,
onee that private doctors especially exploit.
166 Of the 118 (ever) infertile women in the community survey, 81% visited a service
providerr (87% in Lagos, and 76% in Epe). Of the 30 ever infertile women of the
ANCC survey, 87% visited a service provider in Lagos, while in Epe, 80% of the 15
womenn visited a provider.
177 I only present data on provider-utilisation for infertile women of the community
survey,, because those of the ANC survey may be biased towards biomedical services
sincee more than half of the ANC clients were interviewed in the (biomedical) hospitall or clinic. Even so, 35% of women with past infertility problems interviewed in
biomedicall ANC clinics went to a TBA for treatment.
188 Six women in the community survey who had problems widi conceiving reported
diatt they separated from their first husband because they could not conceive and
thenn remarried. All but one of them had a child with their second husband. The one
womann who does not yet have a child left her first husband after 25 years of marriage
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andd had a miscarriage in her second marriage. Some of the women in the infertility
surveyy also used divorce and remarriage as a coping strategy: Three women reported
thatt they had separated from their first husband because they had no child for him.
199 Three out of seven women in the infertility survey who were in their second marriage,, reported their first husband divorced them because of infertility. Three other
infertilee women had husbands who married a second wife (without divorcing the infertilee wives) because they could not conceive. The husband of another woman had
childrenn with a second woman, whom he did not marry, while another husband had
gottenn a woman pregnant who aborted the pregnancy when he refused to marry her.
200 Complications included severe bleeding, septicaemia, foul smelling discharge from
thee vagina, faeces in the urine, high fever and swollen abdomen, jaundice, urine or
stooll incontinence and/or unconsciousness.
211 Of the 114 couples, 46% were infertile due to male factors, 48% to female factors,
4%% to a combination of male and female factors and 2% to unknown causes
(Mayoudd 2001:74).
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The analysis of Bleek & Asante-Darko (1986:338) for abortion in Ghana applies to
manyy abortions of Yoruba women, 'Single and married secret love relationships can
onlyy be maintained if the pregnancy is ended'.
Misago & Fonseca (1999: 218) in their study in Northeast Brazil concluded that the
increasedd use of Misoprostol, indicated for treatment of gastric and duodenal ulcers,
ass an abortifacient must be attributed to the fast spreading information on the
side-effectss of the drug. The drug is contra-indicated for pregnant women because it
cann have some uterotonic effects. Of the 2074 women whom they interviewed in the
hospitall where they came with complications of abortion, 66% had used this drug.
II wonder whether the book 'Where women have no doctor' plays a role here
(Burnss et al. 1997:245). This book indicates Misoprostol for self-abortion. It advises
womenn to go straight to the hospital when they start bleeding after they inserted the
medicinee vaginally. Obviously women do go immediately, because Misago &
Fonsecaa (1999:225) found few serious complications, which would have occurred if
womenn waited longer to report to the hospital.
This is the situation for many women in the world (see also Indriso &C Mundigo
1999:32).. See also the description of Bulut &C Toubia (1999:266) for Turkey; they
foundd that women felt abortion is a sin and they felt ashamed, but immediate circumstancess nevertheless made them do it.
Seven percent (7%) of single and 4% of married women did not succeed at their attemptss to abort and had the baby.
Gammeltoft (1999:245) found the same among women in Vietnam.
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In an article on women's health and gender inequalities, Varkevisser (1995:188) arguedd likewise, 'When practices are internalised as good or inevitable by those discriminatedd against, they are extremely difficult to change'.
77 In his anthropological reflection on 'secrecy', Van der Geest (1994) discusses many
exampless of secrecy as a strategy in medical and social situations that threaten the
well-beingg and honour of the strategist.
88 Mgalla & Boerma (2001:199) warned against giving incomplete information on
contraceptives,, based on a study among Sukuma of Tanzania. They concluded that
'educating'' adolescents and others by providing inadequate health education and
informationn is a step in die wrong direction. Limited knowledge about how contraceptivess work appear s to have made existing beliefs and rumours more scientific
andd perhaps more credible.
99 Needs and preferences vary according to the woman's marital status, her membershipp in a monogamous or polygamous marriage, or having no, few or many children.. In the choice of contraceptive methods, women weigh a range of the believed
advantagess and disadvantages of certain mernods. In addition to effectiveness, they
considerr criteria such as privacy, side-effects, convenience, secrecy, accessibility,
sociall acceptability and cost.
100 The mentioned Postinor campaign of SFH (see Chapter 7, note 31) is accompanied
byy warnings about STDs and by promotion of condoms. In their campaign pack of
Postinor,, a pack of condoms is inserted.
111 Such a change of attitude is possible, as was also demonstrated during die workshopss for this study when staff were presented with the magnitude of the abortion
problems.. Djohan et al. (1999:288-290) observed similar changes in attitude in their
studyy of staff attitudes in Indonesia. When the Indonesian providers witnessed die
increasingg problems of unsafe abortions, they became practical in their solutions
andd overcame their moral and ethical objections. For example, one gynaecologist
involvedd in die study said that when she first became a gynaecologist she was
stronglyy against abortion. But experience and the many problems faced by her patientss had completely changed her attitude. Many providers involved in Djohan et
al.'ss study said that it is better to help a woman than to let her go to an unqualified
providerr and have her come later widi the complications. Cadelina (1999:319) found
diee same for midwives in The Philippines.
122 International organisations include IPAS (International Projects Assistance Services),, Packard Foundation and IFH (International Family Healdi). Nigerian nongovernmentall organisations include CHAN (Christian Healdi Association of Nigeria),
FOMWANN (Federation of Muslim Women of Nigeria) and WHARC (Women's
Healdii and Action Research Centre). The methods they propagate for post-abortion
care,, using manual vacuum aspiration (MVA) to vacate the uterus, could also be used
forr inducing abortion. In fact MVA is a safe abortion procedure in the first trimester
off pregnancy. Thus, informally, trainees in post-abortion care also learn safer abortionn methods.
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133 As a follow-up to the present study I conducted a training of 64 TBAs (most of them
hadd been involved in the present study) to motivate them, and hone dieir skills for
performingg these tasks. After die training project, die TBAs said they felt empowered
byy their new skills and tasks and also more respected. The biomedical staff who were
involvedd as facilitators said they were impressed by the abilities and qualities of TBAs
(seee also Koster-Oyekan 2001).
144 The positive experiences of this study, in which both traditional birth attendants
andd biomedical staff were involved, indicate that collaboration would be possible
andd advantageous. TBAs in die workshops for this study proved to be open to new
ideass and practices. My findings support those of Green (1994:172) who wrote die
followingg conclusion to a training project of Yoruba TBAs. 'The Nigerian healer
emergess as someone quite different from die stereotype, conservative guardian of
thee traditional order of pronatalism and female subordination, who is quick to treat
anyy condition that inhibits fertility while condemning family planning as not-Africann and perhaps unholy'.
155 There were some positive examples in this study in which communication and trust
betweenn genders and generations solved problems: Some men were involved and
concerned,, and helped their girlfriends and wives when diey were faced witii an unwantedd pregnancy. Likewise, there were some examples of girls who confided in
theirr mother who then supported their daughters eidier with having an abortion or
withh caring for the baby and let them go back to school. Besides the emotional and
financiall support, most of the thus assisted girls and women who had abortions had
safesafe abortions.
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Appendixx A; Profile of study populations
Tablee A . 1 .

Profile o f women in community survey, by location

characteristic characteristic
Agee group

Religion n

LagosLagos (N=283) Epe(N-369)

15-19 9
20-24 4
25-29 9
30-34 4
35-39 9
40-44 4
45-49 9

10% %
31% %
24% %
15% %
8% %
7% %
6% %

8% %
26% %
24% %
14% %
14% %
10% %
4% %

9% %
18% %
24% %
15% %
11% %

Muslim m
Christian n

58% %
41% %

45% %
55% %
(23%) )
(18%) )
(12%) )
(2%) )
1% %

50% %
49% %
(18%) )
(17%) )
(11%) )
(3%) )
1% %

46% %
19% %
17% %
6% %

9% %
26% %
20% %
29% %
16% %

10% %
35% %
20% %
24% %
12% %

None/housewife e
Highh level education j o b
Educated,, but lower j o b
Otherr (artist, farmer, applicant)

47% %
19% %
9% %
9% %
6% %
6% %
4% %
1% %

41% %
19% %
9% %
4% %
5% %
5% %
4% %
13% %

43% %
19% %
9% %
6% %
6% %
6% %
4% %
8% %

Married d
Single e

60% %
27% %
9% %
4% %

81% %
16% %
1% %
2% %

72% %
21% %
4% %
3% %

29% %
71% %

33% %
67% %

32% %

Aladura Aladura
Pentecostal l
Mission n
Catholic c
Traditional l
Educationn level

Occupation n

Maritall status

total (N~6S2)

Post-secondary y
Secondaryy completed
Secondaryy not completed
Primaryy completed
Primaryy not completed/none
Pettyy trader
Fashionn design/ hairdresser/craft
Student/apprentice e
Bigg trader

Engagedd to be married
Other r
Husbandd has more Yes s
thann one wife*
No o
** Married women only

(12%) )
(16%) )
(9%) )
(5%) )
1% %
11% %

9% %
5% %

68% %
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Profile o f women in infertility survey

characteristic characteristic
Agee group

15-19
20-24 4

25-29 9
30-34 4
35-39 9
40-44 4
45-49 9
Religionn

Muslim
Pentecostal l
AlaAladura
Catholic c
Mission n

Educationn level

Post-secondary
Secondaryy completed
Secondaryy not completed
Primaryy completed
Primaryy not completed/none

Occupationn

Petty trader
Fashionn designer/ hairdresser/craft
Highh level education job
Educated,, but lower job
Bigg trader
None/housewife e
Otherr (artist, farmer, applicant)

percentpercent (N=69)
1%
9%
46%
22%
13%
7%
1%

%
%
%
%
%
%
%

51%
26%
16%
4%
3%

%
%
%
%
%

26%
41%
12%
12%
10%

%
%
%
%
%

44%
20%
17%
7%
6%
3%
3%

%
%
%
%
%
%
%
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Profile o f women in ANC survey, by location

characteristic characteristic
Agee group

Religion n

4% %

9% %

22% %

33% %

27% %

25-29 9

4496 6

33% %

38% %

30-34 4

23% %

18% %

20% %

35-39 9

7% %

5% %

6% %

40-49 9

1% %

3% %

1% %

60% %

67% %

63% %

Moslem m
Pentecostal l
Aladura Aladura
Mission n
Catholic c

Occupation n

7% 7%

15-19 9
20-24 4

Christian n

Educationn level

LagosLagos (N=179)
Epe(N-188) Epe(N-188)
totaltotal (N-367)

38% %

31% %

35% %

(22%) )

(6%) )

(14%) )

(5%) )

(14%) )

(9%) )

(10%) )

(6%) )

(8%) )

(5%) )

(4%) )

Traditional l

(2%) )
2% %

2% %

2% %

Post-secondary y

24% %

6% %

15% %

Secondaryy completed

50% %

39% %

44% %

Secondaryy not completed

13% %

24% %

19% %

Primaryy completed

9% %

26% %

18% %

Primaryy not completed/none

3% %

5% %

4% %

Pettyy trader

43% %

45% %

44% %

Fashionn design/

20% %

25% %

22% %

hairdresser/craf f

16% %

6% %

10% %

Highh level education j o b b

9% %

11% %

10% %

Educated,, but lower job

5% %

2% %

3% %

bigg trader

4% %

3% %

3% %

None/housewife e

2% %

3% %

2% %

Otherr (artist, farmer)

1% %

3% %

2% %

Student/apprentice e

2% %

3% %

2% %

Married d

86% %

86% %

86% %

Engagedd to be married

10% %

6% %

8% %

4% %

8% %

Husbandd has more Yes s

15% %

26% %

21% %

No o

85% %

74% %

79% %

Unemployed// applicant
Maritall status

Single e

thann one wife*

** Married women only

6% %
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Profile ofwomen with complications o f induced abortion, interviewed in the hospital

characteristic characteristic
Maritall status

Singlee (never married)

59% %

Married d

24% %

Engaged,, living with partner

7% %

Engaged,, not living with partner

5% %

Divorced/separated d

5% %

'Plann to marry' status Plannedd to get married
o ff single women

percentpercent (N=41)

Didd not discuss marriage

55% %
46% %

( N - 2 2 ,, 2 missing)
Agee group

15-19 9

29% %

20-24 4

39% %

25-29 9

20% %

30-34 4

10% %

35-39 9

2% %

Presentt schooling

Nott studying or apprenticed, no plans for further

status s

education n
Wantss to further education/gained admission

15% %

Studentt secondary school

10% %

Post-secondary y

womenn presently not Secondaryy school completed
schoolingg ( N - 3 4 )

3% %
56% %
18% %

Primaryy school

12% %
3% %

Muslim m

46% %

Pentecostal l

41% %

Aladura Aladura
Romann Catholic and Mission
Occupation n

7% %

Secondaryy school not completed
None e

Religionn ( N - 3 7 )

17% %

Apprentice e
Studentt post-secondary education
Educationall level o f

51% %

8% %
5% %

Traderr (1 among them was a bigger trader)

32% %

None/housewife/stayingg at home

20% %

Professionall (fashion designer, hairdresser, secretary)

12% %

House-girl l
Student/apprentice e

5% %
32% %
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Profile o f women who died from abortion

characteristics characteristics

percent percent

number number

Agee group

14 4

3% %

33

(N-104) )

15-19 9

49% %

51 1

20-24 4

26% %

27 7

25-29 9

11% %

11 1

30-34 4

6% %

35-40 0

4% %

66
44
22

41-44 4

2% %

Maritall status

Single/engagedd *

75% %

(N-106) )

Married d

23% %

79 9
24 4

3% %

33

Schoolingg status

Studentt secondary school

47% %

50 0

(N-106) )

Universityy student

Divorced d

3% %

33

Apprentice e

18% %

19 9

Nott schooling or apprenticed

32% %

34 4

Occupation n

Studentt or apprentice

69% %

72 2

(N-105) )

Smalll trader

20% %

21 1

Otherr * *

11% %

12 2

Source:Source: women in community survey who recounted a history of a woman who died from abortion
** Only one woman was engaged
** * Fashion design/ hairdresser (4), none/staying at home (3), bigger trader (2), and higher educated job (3)
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Profile o f interviewed TBAs, by location (in numbers)
LagosLagos (N=totaltotal
17)
EpeEpe (N-2S)

variable variable
Sex x

Male e
Female e

Agee group

21 1

11 1

32 2

44

66

10 0
22

Beloww 30

22

00

30-39 9

33

33

66

40-49 9

55

88

13 3

50-59 9

88

33

11 1

60-69 9

33

22

55

700 and over

44

11

55

Agee range

222 to 85

388 to 70

222 to 85

Meann age

52.0 0

48.6 6

50.6 6

Religion n

Muslim m

18 8

11 1

29 9

(Lagoss missing - 1 )

Christian n

44

22

66

Traditionalist t

22

33

55

Muslim/traditionalist t

11

00

11

Formall education

Noo formal education

10 0

11

11 1

(Lagoss missing-4)

Schooll leaving certificate

88

22

10 0

Secondaryy and other

00

55

55

Secondaryy not completed

33

22

55

Primary y

11

33

44

Primaryy not completed

33

00

33

15 5

88

23 3

66

44

10 0

Grandfather r

00

22

22

Fatherr and cousin

11

00

Fatherr and husband (TBA)

11

00

Mother r

11

00

AA prophet

11

00

Husband d

00

11

Father** grandfather* Ifa

00

11

Fromm whom they

Father r

learnedd the profession OtherTBAA (non-family)
(Lagoss missing-1)

(N-42)

priest t
Hadd additional

Yes s

23 3

14 4

37 7

trainingg *

No o

22

33

55

Variouss training has been organised for traditional birth attendants by international organisations
suchh as W H O and UNICEF, local governments and the Board o f Traditional Medicine.
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Appendixx B: Data collection tools

TOPICC GUIDE/REPORTING FORMAT
InterviewInterview with women who came to the hospital with abortion complications
Date(s)) interview(s)
Name(s)) interviewer(s)
Location(s)) interview
PERSONALL INFORMATION
Namee woman
Age e
Maritall status / stable partner
Student,, class, university
/Apprentice, in what
Nott studying or apprenticed
Profession n
Education n
Areaa where she lives
Religionn (type of church)
Anyy children (nr)
Anyy other pregnancies (nr)
Outcomee other pregnancies (abortion, miscarriage)
COMINGG TO THE HOSPITAL
Datee and time she came to hospital
Whoo came widi her
Whatt are the complications (from hospital files)
Whatt is the treatment in the hospital / which unit(s)
Whatt does she pay
Whoo pays the bill
THEE UNWANTED PREGNANCY
Whichh month of pregnancy did she find out she was pregnant
Howw did she find out
Howw did she feel when she found out
Whoo did she confide in, if anybody
Whoo was the father
Whatt sort of relationship did she have widi the father
Forr how long had she been going out with this man
Didd she regularly have sex - with the same man - how regular
Didd they intend to marry
Didd she tell him she was pregnant YES/NO
Iff no, why not
Iff yes, how was his reaction
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Whyy did she not want a baby
Didd she consider keeping the baby YES/NO
Whatt were her considerations
THEE ABORTION
Whichh month of pregnancy did she abort
Iff a delay between finding out and aborting, why did she wait
Whenn she had decided to abort, how did she decide to use what she used
Whoo did she ask for help
Wheree did she do the abortion
Whatt was die method used for abortion
Howw did she know about this provider / method
Whoo went with her
Howw much did she pay
Whoo paid
Didd she try something herself first - what did she use
COMPLICATIONS S
Howw long after the abortion did she start noticing complications
Whatt were the complications she noticed
Howw did she feel when she had die complications
Didd she know what to do
Whatt did she consider doing / how did she feel
Didd anybody help her in this considering what to do — who
Whatt did she do (first herself, next, and next till she came here)
Whyy did she choose to do what she did
Didd anybody influence her choice
Whoo did she confide in/if anybody/who went with her
Att what point in time did her parents know what happened to her
Whatt is the reaction of her mother
Whatt is the reaction of her father
Couldd she not ask her parents for help earlier
Whyy not
Whatt are her feelings now
CONTRACEPTION N
Wass she using any method to prevent pregnancy when she got pregnant YES/NO
Iff yes, what method was she using
Whatt happened to the methods
Iff no, why was she not using anything
Hass she ever had sexuality education - where
INTENTIONS S
Iss she going to change things after this experience
Anyy questions she has
FROMM FILE
Notess on condition, complications and prospects (from hospital file)
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QUESTIONNAIRE:: INFORMATION ON INDUCED ABORTIONS
Date::
Interviewer
Race:
Name:
Age:
Religion::
Marital status:
EducaBon:
Occupation:
Ectopic:
NoPregnancies:..... Pregn. now: Yes/No Children alhre:... Thetrages.
Childrenn died:
Mfecarried.:
SStbirths
Abortions:
Year & outcomefirstpregn:..
11

Yearr of abortion / Age

22

Maritall status then

33

Studyingg / apprentice

44

Placee where she ived

55

Monthh found out pregnancy

66

Monthh pregnancy aborted *

LMarr.. 2.Single 3.Wtdow 4.0ivorc
Prim/Sec/Uni/App/No o

t.Marrr ZSingle 3.Widow 4.Divorc.
Pnmm / Sec / Uni / App / No

7 7 Methodss for abortion **
PROBEPROBE FULLY (tried
somethingsomething herself tirst?)
88

Typee Provider(s) ***

99

Namee hospital / staff

10 0 Howw Know this provider/ this
methodd /why this choice?
11 1 Whoo influenced your
decisionn to abort?
12 2 Whoo went with you
13 3 Costs s
14 4 Whoo paid
15 5 Reasonn for abortion

16 6 Complications s

Yes/No o

Yes/No o

Yes/No o

Yes/No o

Yes/No o

Yes/No o

Yes/No o

Yes/No o

16A A Sfyes.. type compicaoor»
16B B ifcompi.ifcompi. referral / help?
16C C HvmmHvmm mfmrral. to where
andd what happened.
17 7 Contr.. when got pregnant
17A A Hymx.Hymx. iuss & what
happened d
18 8 Con*,, use aflac abortion
18A A ttys.ttys. type & how to use
(beforee or after sex)
18B B Hno:Hno: Why not
19 9 Gott FP into, after abortion?

Yess / No Explain:

Yess / No Explain:

**
Expiain if there is a difference between "5' and "6', rad if there is time between 1st and 2nd abort methods
*** 1 = D&C, 2 - Vacuum, (anaesthesia?) 3 = Swallow drugs (specify), 4 = Injection (speedy), others
**** 1 = private, 1 * government, 3 ~ chemist, 4 = traditional healer, 5 = in a 'room'. 6 = self, 7 = other (specify)
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L.. IL^l:^„c6Mtovm
Place::

Lji.lil-.1J^:I..:

Interviewer
::

Date:

:

1.. Age:
2. Education:
3. Profession:
4.. Religion: I. Muslim 2 RC 3 Mission 4. Aladura S.Pentecostal 6. Other
5.. Marital status: I. Married, in 19... 2. Single 3. Engaged, in 19... 4. Other
IfIf married', 5A. Only wife of your husband? YES / NO If YES •* Q. SC
SB.. How many?
Which number are you?
5C.. Have you been married before? YES /NO
IfNO^Q.6
SD,, Years other marriage(s)
B.. JiJETIROWICTIVE HISTORY

,

..;:.;;,.,;,:,

6..
7..
8..
9..

Do you have any children ? YES/NO
IfNO-*Q.8
How many children do you have alive ?
Theirages:
Are you pregnant now? YES / NO
Miscarriage: ... Which yeatfs)
How many months pregnant were you ?
Didd you do 'washing' after? YES /NO If YESSpecify
10.. Stillbirth.... year(s)
11. Children died: ... Yeaifs)
Atage(s)
12.. Ectopic: ...year
13. Abortion(s): ... Year(s):
CalculateCalculate and confirm QI4-16 14. Total nr. pregnancies: .... 15. Year Ïst pregnancy. 19..
16.. Outcome 1st pregn.: 1. Life birth 2. Miscarriage 3. Stillbirth 4, Ectopic 5. Abortion
17.. Where did you deliver? {Circle and fill number cf children delivered by the provider)
1.. Private .... 2 Government
3. TBA
4. Home * .... 5. Others
18.. Did you ever have problems to get pregnant when you wanted? YES / NO If NO -* Q.22
19.. When was that ? (period & years & marital status)
20.. Did you visit any providers for infertility treatment? YES /NO
IfNO-*Q. 22
21.. Where did you go to? {Probefar multiple response)
\.\. Private hospital
2. Government hospital 3. Church specify.
4.. TBA
5. Babaiawo
6. Other specify

c.:: mmmt cmm mmï vwmw&:tümm:y:
IfNO-*Q.2?
22.. (Confirm, because already asked) Are you pregnant now ? YES/NO
23.. How many months pregnant are you ?
months
24.. Are you going for ANC? YES/NO
IfNO^Q.26
25.. Which ANC providers - which month did you start? {probe for multiple response and fill
thethe number of the pregnancy month that she started ANQ
1.. Private
2. Government GH..... /clinic ... 3. Church specify type
44 TBA
5 Other specify
-*Q.3&
26.. Why are you not going ?
-*Q.38
27.. Would you like to get pregnant now? YES /NO
IfSO^rQ.29
28.. How long have you been wanting to get pregnant?
(Check with Q-IH) * Q. 38
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29.. Do you presently use any method to prevent pregnancy ? (Probe for modern, traditional and
UtcatUtcat methods, used before or idler intercourse)
YES / NO
If NO -» Q.36
30.. Which method(s) do you use ? (Probe for multiple response)
II Contraceptive piHs
2. IUCD 3 Safe period 5. Diaphragm 6. Condom
44 Traditional (specify type and how to use)
7.. Inappropriate (specify brand, dose, how to use)
8.. Poshnor (how many, how often per month)
9.. Injectables 10. Spermicide
11. Others specify
31.. Since when have you been using this method(s) ?
32.. Are you satisfied with the method<s)? YES/ NO Comments
33.. Where do you buy (orfromwhom do you get) the methodes)?
34.. If applicable: Do you always use it when you have intercourseTYES / NO If YES -> Q.37
35.. Why are you not always using ?
"*Q-37
36.. Why are you not using any contraception ?
37.. What would you do if you wouldfindyourself pregnant tomorrow?
1.. Nothing, have the baby 2, Induce abortion 3. Other
4. Don't know

38.. Did you ever use any method to prevent pregnancy? (Probe for modern, traditional and
IfNO~*Q.49
localmethods,localmethods, usedbefore or after intercourse) YES /NO
39.. What methods did you use? (For present users, only fill others than mentioned in (ISO)
Method d

Provider r Periodd of use* Maritall tfwn

Reasonn stooped «sing

** Period in w. of months 'yean, which yean, in relation to the children she has, reproductive history

IfIf the woman used any modern method -* Q.42
IfIf she never used any modern method -* Q, 40 and stress 'modern'
40.. Why did you never use (modern) methods to prevent pregnancy?
OnlyOnly for women who never used any contraceptive method: ask Q.41
41.. How did you take care of that you were not getting pregnant if you did not wanted to ?

42.. Did you ever have a pregnancy you were not ready for ? YES / NO If NO •+ END
43.. How many times did this happen to you?
(Compare with the number of reported
abortions.abortions. For unplanned pregnancies that were not succesfulfy aborted,fillFORM A.
ForFor succeeded abortions,fillFORM B - before askinv section (Hi * Attach forms
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INTRODUCTION:: What is your opinion on abortion
lfNO-*Q49
444 Do you know a woman /girl who aborted a pregnancy? YES/NO
45.. How many women do you know who aborted a pregnancy ?
46.. How many of them were: 1. Schoolgirl:.. 2.University stud:.... 3. Apprent: 4. Other:
47.. How many of them were: 1. Single:.... 2. Married: .... 3. Other:
48.. What is your relationship to these women? Gtcle, and write the numbers
1.Sister.... 2.Friend... 3.Neighbour ... 4.Relation,
type
S.Other
49.. Have you known a woman who has died of abortion ?
YES / NO If NO -* END
50.. How many women who died of abortion have you known?
511 How many of them were: l.SchooIght... l.University stud: 3. Apprent: 4. Other:
52.. How many of them were: 1. Single: .... 2. Married:
3. Other
53.. What is your relationship to these women? Orele, and write the numbers
l.S'ister.... 2.Friend .... 3.Neighbour ... 4.Relation,
type
5.0ther
II would like to ask some questions on the one whom you know most about Don't worry &
youyou do not know aH the answers. 54. What was your relationship to the woman:
55.. Her age when she died:... 56. In which year: 19... 57. Her marital status:
58.. Was she: 1.Schoolgirl 2.University student 3. Apprentice 4. None of the three
59.. Her profession:
60. Hef education;
61.. In which area did she live:
62. Her religion (which church):
63.. Did she have any children (Nr):
64. Been pregnant before: YES / NO (Nr):
65.. What was the outcome of the other pregnancies:
66.. Why did she not want this pregnancy:
67.. Which month of pregnany did she abort:..,
68.. Where did she do the abortion *:
Name provider:
69.. What was the method used**:
70.. How did she know about this provider / method:
71.. Who went with her:
72. Who was the father:
73.. What was the type of relationship she had with him:
74.. Did he know she was pregnant: YES / NO If NO -+Q76
75.. What was his reaction:
76.. What were the complications:
77.. How long after the abortion did she start noticing complications:
78.. What did she do / how long time after / who went with her:
79.. What happened / how did she die:
80.. Can you understand why the woman aborted the pregnancy, comments.
** 1 = private, 2 = government, 3 = chemist, 4 = traditional heater, 5 = in a 'room', 6 = self, 7 = other (specify)
*** 1=DAC,2=Vacnjum,J = Swdlowdrogs(ipec^),4 = InjectkHi(«pec^y), others
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FORMM A: INFORMATION ON UNPLANNED AND UNWANTED PREGNANCIES
(for(for each pregnancy which was unplanned and not aborted successfully,fillone column)
11

Year r

22

Marit.. status then

33

Study y

44

Monthh notice pregn.

55

Whyy not ready

66

Usingg contrac. then

secretaryy / Uni /
Appp / No

secretaryy / Uni /
Appp / No

secretaryy / Uni /
Appp / No

Yess / No

Yess / No

Yess / No

Yess / No

Yess / No

Yess / No

6A A Iff yes, method(s)
6B B Iff yes, what happened
77

Tryy to abort pregn.

7A1 1Iff no try, why not
7A2 2 Iff no try, Had baby?

Yess / No* / Still Yess / No* / Still Yess / No* / Still
pregn n
pregn n
pregn n

7B B Iff yes try, Succeeded?

Yess / No

Yess / No

Yess / No

IfIf never tried to abort, END, If tried to abort and 'NO' succeeded, continue below
IfIf tried to abort and 'YES'succeeded,fill'FORMB',
88

Whichh month try * *

99

Whatt did you use? Probe for
alll methods)

10 0 Whichh provider and / or self ?
1 1 1 Howw did you know the
method// provider
12 2 Whatt happened after you
usedd the method - effects?
13 3 Whatt did you do next?
14 4 Hadd the baby?

Yess / No* / Still Yess / No* / Still
pregn n
pregn n

** * If a difference between the months in Q 4 and Q 8, expd
ainn why:
** Explain what harjoened if not 'still aegnant': :

Yess / No* / Still
pregn n
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FORMM B: INFORMATION ON INDUCED ABORTIONS
11

Yearr of abortion

22

Maritall status then

l.Marr.2.Single3.Widow w l.Marr.. 2.Single 3.Widow
4.Divorce e

33

Studying// apprentice

44

Placee where she lived

55

Monti)) found out pregnancy

66

Monthh pregnancy aborted *

77

Methodd for abortion * *

88

Typee Providers) * * *

4.0ivorce e

secretaryy / U n i / A p p / No secretaryy /Uni/App /No

7/8A A Triedd something herself first? If yes,
methodd ** and provider ***

99

Namee hospital / staff

10 0 Howw know the providers / the methods
Anybodyy influenced decision to abort - who

11 1 Whoo went with you
12 2 Costs s
13 3 Whoo paid
14 4 Reasonn for abortion
15 5 Complications s

Yes/No o

Yes/No o

Yes/No o

Yes/No o

Yes/No o

Yes/No o

Yes/No o

Yes/No o

15A A IfIf yes, type complications
15B B Ifyescompl.Ifyescompl. Referral/help
15C C IfIf ves referral, to where and what
happened d

16 6 Contr.. when got pregnant
16A A IfIf yes, type & what happened
16B B lino:lino: Why not
17 7 Contr.. use after abortion

17A A fffjes, type & how to use before or after sex)
17B B //no:: Why not
18 8 GotFPP info after abortion?
** Explain below if a difference between '5' and '6', or if time between 1st and 2nd abort, methods
* ** 1 - D&C, 2 - Vacuum, 3 - Swallow drugs (««My), 4 - Injection (specify), others
• * •• 1 - private, 2 - government, 3 - chemist, 4 - traditional healer, 5 - in a 'room', 6 - self, 7 - other (specify)

Otherr / additional info:
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FOCUSS GROUP DISCUSSION GUIDE: SCHOOLGIRLS
Pregnancyy in school
Whatt do you think of a schoolgirl who gets pregnant when she is still in school
HowHow can it happen. Do you understand that the girl finds herself in this position. Sympathise/condemn? thise/condemn?
Havee you known such girls / has it happened in your school.
AnyAny true (not from video or magazine) stories to tell? What happened before she got pregnant? nant?
W h a tt do schoolgirls usually d o when they find themselves pregnant
Aree men / boys / teachers bothering schoolgirls for sex?
Abortion n
Whatt do you think of girls who d o induced abortion
CanCan you understand that a girl is in such a position, that the only alternative seems to be inducedduced abortion? In which situations? Do you have stories to tell?
W h a tt are the methods for abortion that you have heard schoolgirls using
Doo you think abortion it is dangerous, what are the most dangerous methods, what
cann happen? W h y would schoolgirls use the more dangerous methods instead of the
saferr ones?
Contraception n
Whatt do school youths use to prevent pregnancy (probe for all methods, pre- and
post-coital) )
Wheree do they get the methods — if you want to buy a condom where do you go?
Marriage e
Youu think men would want to marry a girl who has a child already? C o m m e n t s why
" N o "" or "Yes"
Informationn and needs
D oo you feel you have enough information on issues related to prevention of pregnancy? ?
Probe:Probe: What is missing, how would you like to know about it? Who should tell you? Role
parents? parents?
W h a tt are the needs / wishes of schoolgirls related to contraceptive services.
FOCUSS GROUP DISCUSSION GUIDE: SCHOOLBOYS
Pregnancyy in school
Whatt do you think of a schoolgirl who gets pregnant when she is still in school
HowHow can it happen. Do you understand that the girl finds herself in this position. Sympathise/condemn?. thise/condemn?.
Havee you known such girls / has it happened in your school.
AnyAny true (not from video or magazine) stories to tell? What happened before she got pregnant? nant?
W h a tt do schoolgirls usually d o when they find themselves pregnant
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Opinionn on abortion
Whatt do you think of girls who do induced abortion
CanCan you understand that a girl is in such a position, that the only alternative seems to be inducedduced abortion?
InIn which situations? Do you have stories to tell?
Whatt are the methods for abortion that you have heard schoolgirls using
Doo you think abortion it is dangerous, what are the most dangerous methods, what
cann happen? Why would schoolgirls use the more dangerous methods instead of the
saferr ones?
Contraception n
Howw can schoolgirls and boys prevent getting pregnant
AskAskfor all methods and how they use them. Probefor all methods, pre- and post-coital. Ask
ifif they think the methods are affective (especially the inappropriate ones)
Doo schoolboys usually use condoms
IfIf " Yes" why they feel it is important, and if "No " why they do not use it
Wheree can youths get contraceptive methods in this place / where do you buy condomss in this place?
Marriage e
Wouldd you marry a girl who has a child already? Comments why "No" or "Yes"
Information n
Doo you feel you have enough information on issues related to prevention of pregnancy
andd sexuality — what is missing?
Needs s
Whatt are the needs / wishes of schoolboys related to information and contraceptive
services s
Fromm whom would you like to get information and where would you like to get the services s
FOCUSS GROUP DISCUSSION GUIDE: WOMEN OF REPRODUCTIVE AGE

Opinionss on child bearing
Whatt is a good age for a woman to start bearing children. Give reasons why
WhyWhy do many women notfollow the ideal?
Whatt is the normal age for a woman to stop bearing children? Give reasons why
ProbeProbefor: if a woman has children who could bear children themselves, is it good for her
stillstill bear children or not? Is the husband still sexually attracted to a woman who has stopped
bearingbearing children?
Whatt is a good number of children to have? Give reasons why
Opinionn and practices of child spacing
Whatt is ideal spacing of children, how many years should be in-between children
(Givee reasons why)
Doo couples practise post partum abstinence?
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ForFor how long? Is there any changefromin olden days? What do they think of the husband
havinghaving affairs outside during this period? Can they refuse sex from their husband?
Manyy women use safe period only - how do they calculate safe period?
Opinionn on modern and traditional methods of contraception:
Yourr and community opinion and what do people commonly say to / call diem.
AA woman who has children too close?
AA schoolgirl / unmarried woman using contraception
AA schoolgirl who gets pregnant when in school
WhatWhat should she do. If your daughter or niece or younger sister would get pregnant, when
stillstill a schoolgirl, what do you advice her to do. Does it happen, stories.
AA woman who gets pregnant when she is not married?
HowHow are her chances of a good marriage wihen she has a child already. Examples
Infertile:: i. Couple z. Woman 3. Man Probe: Reaction of in-laws. Is the woman consideredsidered a witch?
Opinionn on induced abortion
Underr which circumstances would it be allowed, if at all
ProbeProbe for: rape, husbanddied, children too close, still in school, no money, just started ajob,
notnot married
Whichh abortion methods are die most dangerous methods, which methods are safer, is
itt safer when done early? Why would women go for the unsafe methods? Probe for
methodss of TBAs. Have women died in their village?
Servicess and needs
Whichh services are in the village, nearest to the village, what is their quality, costs,
wheree do they mosdy go?
Probe:Probe: Government, private, TBAs, chemist, churches etc.? How far. Do they come to your
homeshomes if needed?
Byy whom are women assisted when diey have to deliver at home? (In the community
surveyy it was found that there is a woman in the village who assists).
Whatt are the needs and wishes of women in this community related to fertility regulationn services?
FOCUSS GROUP DISCUSSION GUIDE: OLDER WOMEN
EspeciallyEspecially ask how things were before and how they have changed (and their opinion
onon the change)
Opinionss on child bearing
Whatt is a good age for a woman to start bearing children. Give reasons why
(One(One third of the women gotpregnant when they were below 20 years of age and most have
beenbeen pregnant
beforebefore they are 2$ years old, why do many women not follow the ideal?)
Whatt is the normal age for a woman to stop bearing children? Give reasons why
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(Most(Most women in the survey stopped when they are over 40) Probefor: if a woman has chi
drendren who could bear children themselves, is it good for her to still bear children or not? Is th
husbandhusband still sexually attracted to a woman who has stopped bearing children?
Whatt is a good number of children to have (Give reasons why)
Opinionn and practices of child spacing
Whatt is ideal spacing of children, how many years should be in-between children
(Givee reasons why)
Doo couples practise postpartum abstinence?
ForFor how long? Is there any changefromin olden days? What do they they think of the hus
havinghaving affairs outside during this period? Easier when more than one wife? Can they ref
sexsex from their husband?
Whatt are traditional ways besides abstinence that women and men used in olden days
too space dieir children? Pre and post-coital. Probe for TBA methods
Yourr and community opinion and what do people commonly say to / call them.
AA woman who has children too close?
AA schoolgirl / unmarried woman using contraception
AA woman who gets pregnant when she is not married?
HowHow are her chances of a good marriage when she has a child already. Examples
Infertile:: 1. Couple 2. Woman 3. Man
Probe:Probe: Reaction of in-laws. Is the woman considered a witch?
Opinionn on induced abortion.
Underr which circumstances would it be allowed, if at all
ProbeProbe for: rape, husband died, children too close, still in school, no money, just started a
notnot married
Didd women in olden days have methods to terminate an unwanted pregnancy?
Whichh abortion methods are the most dangerous methods, which methods are safer, is
itt safer when done early? Why would women go for the more dangerous methods?
Havee women died in their village? Stories.
Servicess and needs
Whichh services are in the village, nearest to the village, what is their quality, costs,
wheree do they mostly go?
Probe:Probe: Government, private, TBAs, chemist, churches etc.? How far. Do they come to
homeshomes ifneeded?
Byy whom are women assisted when they have to deliver at home?
Whatt are the needs and wishes of women in this community related to fertility regulationn services?
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FOCUSS GROUP DISCUSSION GUIDE: MEN
(Ask(Ask if any of them had his wife interviewed- Probe: what did the wife say about the
interview) interview)
Whoo in the family is the one deciding on where a woman goes for fertility regulation
servicess such as i. ANC, 2. for delivery, 3. Infertility treatment What are their considerationsations when choosing? Nearness, costs?
Childd spacing / family planning and contraception
Itt happens that married women get pregnant when it is not planned for and mat it is
nott convenient to have (anotiier) child, because of various reasons: 1) the other baby is
stilll small, 2) there is no money, 3) she had many children already or 4) the husband just
gott another job. Do you recognize these problems? How do you want to prevent diis
fromm happening and what can the man / woman / couple do?
Doo you think women should stop child-bearing at a certain age? And what about men?
Probe:Probe: Is a woman who has stoppedchildbearingstiUsexually attractive to a man? Is it dangerousgerous to have sex with her (because of dirt or what?). Would all men want to marry more
thanthan one wife — what are the advantages and disadvantages?
Doo you allow your wife to use contraception? Who decides what she uses? Pose the
question.question. What would you do if you found out your wife is using contraception withoutt you knowing?
WhichWhich types do you like, which types do you not like? Reasons why Do men use one condom
moremore than once? (We heard about this in another village) Do couple use post partum abstinence?nence? How do men deal with this period?
Problemss wid» schoolgirls
Iff your daughter or niece or younger sister would get pregnant, when still a schoolgirl,
whatt do you advice her to do?
Youu know diere are problems widi schoolgirls getting pregnant and dying of induced
abortion:: What can be done about it? What can you men do about it? Can you understandstand that a schoolgirl would not like to tell her parents what happened to her? Wouldyou
allowallow your daughter/and wouldyou advice your son to use condoms, to prevent these problems? lems?
Doo men like to marry a woman who already has a child from someone else? Discuss
pro'spro's and con's
Problems,, needs and solutions
Whatt do you see as the problems and needs of women related to contraception, pregnancyy and infertility. What should be done about it, and by whom?
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Glossary y
Thee Yoruba alphabet includes the letters f, o and f; f and g correspond to the opening
vowell sounds in 'bet* and 'not' respectively, s is pronounced 'sh'. Yoruba is a tonal
languagee with three pitches: high ('), medium (") and low (') - diese pitches are not always
indicatedd in texts; I also did not include them. Yoruba has no plural form of nouns; by
numeralss and/or the context of the sentence it has to be deduced whether plural or singularr is meant (see also Eades i98o:xiii).
Abiku Abiku spiritt child
Agan Agan barrenn woman
Agbfbi Agbfbi midwife e
Agbo Agbo herball medicinal drink
Airomqbi Airomqbi
infertility y
witch
h
Alf Alf
AkpAkp sfjayedestiny y
Aladura Aladura
spirituall African Christian churches
Aran Aran
worm m
AranAran ginifa
ginisaginisa worm living in the uterus, which may cause infertility
Asejf Asejf
medicinall soup
Afiri Afiri
secretss that will cause embarrassment if revealed
Atosi Atosi sexuallyy transmitted infection — gonorrhoea
Baba Baba father,, address of respect for older men
Babalawo Babalawo
Ifaa priest / traditional spiritual healer / herbalist
blackk medicinal powder
Ebu Ebu
Eda Eda
spermm flowing out of the vagina
EleweElewe gmQ
herbalists,, mostly women
Emere Emere wickedd spirit
Gbfrf Gbfrf incisionn mark with medicine rubbed into it
Idile Idile
patrilineage e
Igbadi Igbadi waistband d
majorr Yoruba deity who is in direct contact with Olorun (Supreme
Ifa Ifa
Godd of Yoruba)
Iju Iju
fibroidd (in the uterus)
Iya Iya
mother r
IyaIya abiku motherr of an abiku child or children, mother whose children die young
magic,, charm, spell
Juju Juju
Kaun Kaun potash,, used in cooking and for self-abortion
king g
Oba Oba
locall gin
Ogogoro Ogogoro
OkoOko orun spiritt husband
OlpmoOlpmo wfwf
traditionall healer specialised in reproductive health, literally: owner of
smalll children
Orifa Orifa deity y
Oruka Oruka ring g
priestt in Aladura Church
Woli Woli
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SUMMARY Y

Justificationn and methodology
Inducedd abortion is a controversial topic that has been ignored for a long time in many
developingg countries. Gradually, however, it has become acknowledged as a serious
publicc health problem. Nigeria, where abortion is illegal unless to it is to save the life of
thee pregnant woman, is no exception. Establishing reliablefigureson abortion is problematic,, but estimates calculate that as many as 200,000 to 500,000 pregnancies are
abortedd annually in Nigeria and that 10,000 women die from abortion-related causes
eachh year. Reports indicate that 35% or more of maternal deaths are due to induced
abortion.. Studies on abortion are, in general, hospital-based and they hardly consider
women'ss backgrounds and their experiences with abortion.
Thee general study objective was to explore the sociocultural, economic and
health-servicee related factors influencing abortion decisions and practices of Yoruba
women,, and to give an indication of the prevalence of safe and unsafe abortion. The
study'ss aim was to give culturally acceptable and feasible recommendations for interventionss to reduce the number of (unsafe) abortions and the morbidity and mortality
resultingg from abortion. Besides situating abortion in its societal context, this study
alsoo considers abortion in relation to other fertility regulation practices, including
contraceptionn and infertility treatment. Throughout the book, the societal rules, and
thosee related to sexuality and reproduction in particular, are juxtaposed with the reality;; the dialectical relationship of rules and reality is also explored. Women's decisions
andd actions are described in terms of'agency' and 'coping'. In thefinalchapter I theorisee whether or not abortion can be considered as a female strategy and resistance
againstt certain dominant rules of the patrilineal Yoruba society that may eventually
changee these rules.
AA premise of the study was that a public health problem such as abortion needed an
appliedd study. A main challenge was to design a study methodology that would yield
reliablee information on induced abortion, a topic many researchers believed very difficultt to study.
Theefieldworkcovered a period of three years, from 1996 to 1999, and took place in
urbann (Lagos town) and rural (Epe Local Government Area) areas of Lagos State in
Southwestt Nigeria. The study methodology was gradually developed and used methodologicall triangulation. The phases of data collection, (exploratory, survey and par-
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ticipatoryy research), each had their own distinct data collection techniques. With
qualitativee information from the observations and in-depth interviews (with women
andd ethnomedical and biomedical service providers) of the exploratory phase, survey
instrumentss could be designed. Surveys were then conducted with 652 women in the
community,, 356 women in antenatal care clinics and 69 women gynaecological clinics
off ethnomedical and biomedical service providers. Among the women in these surveys,, 303 had had induced abortion and were interviewed about those experiences,
whilee an additional 349 other women, who were known to have had an abortion either
fromm client files and from networking in the community, were also interviewed about
theirr abortion experiences. A total of 652 women reported on 1073 abortion experiences.. Case histories were recorded of 41 women who had come to the hospital with
complicationss of abortion. In the third phase, the participatory phase, seminars, workshopss and focus group discussions were held with women, men and youth in the community,, with secondary schoolgirls and schoolboys and with health-care providers. In
thesee group-sessions, participants discussed the findings of surveys, validated them,
providedd more background information and suggested how to reduce identified problems.. They also received health education and information on topics of their choice.
Thiss study did not focus on biomedical effectiveness, as most studies have tended
too do, but instead paid close attention to women's intentions in using fertility regulation.. Any method or measure intended to prevent pregnancy was considered to be contraceptive.. Likewise, a woman was considered to have had aborted when she used
somethingg with the intention to abort and believed to have effectively aborted, even if it
wass possible that she had a (spontaneous) miscarriage or was not pregnant at all. To be
ablee to discern all of these intentions, broad study definitions were used for abortion,
contraceptionn and infertility, and in the questionnaires filter questions were used and
conceptss were described thus avoiding terminology such as 'family planning' or 'contraception'. .

Findingss and conclusions
Inn spite of the societal disapproval of abortion on most grounds, both for moral reasonss and especially because of the health risks involved, abortion is very common in
Yorubaa society, more common than any existing literature suggests. It occurs more in
urbann than in rural areas: Of the urban women interviewed in the community and
ANCC survey, 47% reported to have had at least one abortion, while only 17% of the
rurall women did. Seven percent of all women interviewed in the community survey
hadd an abortion in the year preceding the survey. Most abortions occurred among
singlee young women, and among secondary schoolgirls in particular. O f all 1073 recordedd abortions, 77% were by single women, 20% were by secondary schoolgirls.
Secondaryy schoolgirls proved to be the highest risk group because they more frequentlyy abort, have more unsafe abortions and are over-represented in the histories
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onn abortion-related deaths collected in the community survey. Of the 106 histories
onn abortion-related deaths, 47% concerned secondary schoolgirls. The figures on
abortionn deaths from the literature are likely gross underestimates, because the historiess of women who died from abortion indicated that one-quarter of these women
diedd at home and another 6% on the way to the hospital. These women will never
appearr in abortion statistics; the family will report another cause of death instead
becausee abortion is a source of shame for the family involved.
Yorubaa society is patrilineal, which implies that bridewealth is paid to the family
off the future wife. The bridewealth compensates the woman's family for the loss of
herr labour and gives the husband exclusive sexual access and rights to her womb, i.e.
too her children. According to traditional and Islamic law, a Yoruba man can marry
moree than one wife. Although the rate of polygynous marriages is decreasing, still
aboutt one-third of married women are in polygynous marriages. The goal of marriage
iss to produce children who belong to the patrilineage of their father. The most commonlyy mentioned value of children is that they are social and financial insurance for
thee old age of their parents. The most valued virtues in children are those of obeisance
andd demonstration of respect to parents, elders, leaders and teachers. Traditionally
theree is little communication on sexuality between parents and children and often
childrenn do not have adult confidants on these matters. Peer-groups are therefore the
majorr source of sexual information and reference for youth.
Yorubaa highly value formal education, which they consider the avenue to success
inn life. The cost of educating children is a heavy strain on most families because of the
poorr economic situation of the country: An ever-increasing number of families are
findingfinding themselves in financial problems. The pressure on children to finish their educationn and not disappoint their parents is big; it is especially a strain on daughters, for
parentss are usually more interested in educating their sons. Yoruba girls now marry
relativelyy late, at 20 years of age or later; they postpone marriage while they pursue a
higherr education or set up a business of their own.
Dominantt rules dictate pre- and extramarital sexual abstinence for women. If individualss go against the societal rules they will try to do so secretly, because exposure
wouldd cause shame. Every Yoruba detests and will try to prevent asiri, 'embarrassment
causedd by revealed secrets'. The traditional worldview with its strong belief in evil spirituall forces and in the continuing influence of deceased ancestors still influences
Yoruba'ss perception of causation of events, although such beliefs are now 'diluted' with
Islamm and Christianity. The spiritual powers help to maintain norms and values, because
opposingg them could mean that the powers will punish the person with misfortune,
forr example infertility, which is one of the worst punishments, especially for women.
Becausee the socio-economic conditions of single and married women differ, their
wayss of coping with an unwanted pregnancy are discussed separately in this study. For
singlee girls who are still in school (primary, secondary, university or in an apprenticeship),, the motivation for aborting an unwanted pregnancy was mostly that they did
nott want to end their education. Disclosure of the pregnancy would mean dismissal
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fromm school and most probably the end of their education, because their parents might
forcee them to marry the father of the baby and/or stop paying for any further education.. For the rest of their lives, they would have to bear the shame of a discontinued
educationn and/or a premarital child. Girls and single women not in school often had
economicc motivations for not wanting a pregnancy, as they saw their plans to pursue a
careerr or further schooling thwarted. Sometimes they did not want to be forced to
marryy the father of their baby because they did not see him as a husband. Younger girls
especiallyy feared the reaction of their parents.
Thee reasons why a pregnancy was unwanted for married women, even though
Yorubaa culture is pronatalist and dictates that all children conceived in marriage are
wanted,, was that the pregnancy was poorly timed. Either these women were pregnant
tooo soon after the previous baby, or a pregnancy compromised their business or career
opportunities.. Some women thought that they had enough children and could not affordd more children. Since women in Yoruba society bear the brunt of the financial and
practicall care of the children, a pregnancy is more often unwanted for women than for
men.. About half of the married women in this study did not involve their husbands in
theirr abortion — indicating that he might not have known about it and probably would
nott have agreed.
Abortionn in Nigeria is illegal unless it is to save the life of the mother-to-be. Therefore,, public hospitals only perform (legal) abortions for health reasons. The illegality
doess not keep abortion providers from offering their services; they abound. Women
cann go to private clinics and hospitals, back-street abortionists, chemists and traditionall healers for an abortion. These providers perform dilation and curettage
(D&C),, vacuum aspiration (VA), give injections, drugs, herbal drinks or insert somethingg in the vagina or uterus. In quality private hospitals, a D&C costs a minimum of
15000 naira (at that time, the equivalent of 16 US dollars, about one-fifth of a average
governmentt worker's monthly wages). All other providers' abortion services, includingg those of sub-standard private hospitals and clinics, are cheaper. Three-quarters of
thee unmarried and 80% of the married women had their abortion in a private clinic,
sometimess after having unsuccessfully tried to self-abort by taking medicines. A third
off secondary schoolgirls had tried to self-abort (N=i79).
Aboutt one-third of the 1073 abortions we recorded were unsafe. Criteria used for a
safee abortion in this study were 'an abortion of a first trimester pregnancy in a private
orr public hospital by D&C or VA, without any preceding attempt to self-abort'. All
otherr abortions were labelled unsafe. O f course, we cannot conclude from these figures
whatt the total rate of unsafe abortions is, because the group of women who most likely
hadd unsafe abortions is missing: those women who died. From the 106 recorded historiess on women dying after abortion, 95% had been unsafe according to the study criteria.. Young girls, and secondary schoolgirls in particular, were the most vulnerable
groups:: 47% of girls below 20 years of age, and 51% of the secondary schoolgirls who
abortedd had unsafe abortions.
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Girlss and women (and boys and men) know which abortionists and methods are
relativelyy safe and which are unsafe. Therefore, a lack of knowledge does not seem to
bee the reason for resorting to unsafe abortions. The two main reasons for going to an
unsafee provider or using an unsafe method appear to be the wish for secrecy and the
lowerr cost: All unsafe methods and providers are more private and cheaper than safe
methods.. Women emotionally cope with the higher risk by focusing on the stories of
girlss and women who successfully aborted using unsafe methods. They avoid thinkingg about the stories of girls and women who died after using them, even though such
storiess abound. Schoolgirls and young single women usually are most in need of a secrett abortion. Moreover, they have the least resources and still have to find their way
towardss an abortionist. Therefore they are most prone to unsafe abortions.
Thee decision to abort is usually made by the girl or woman herself, but others often
helpp her to decide which methods to use, accompany her to the provider and assist in
thee payment of the abortion. Girlfriends are mosdy involved in the decision of which
methodd to use to abort and accompany the girl or woman to the abortionist. Partners
oftenn help to pay for the abortion, that is, if they know their girlfriend or wife is pregnantt and agree to the abortion. The partners of single women are particularly likely to
agreee with a woman's decision to abort, because they too would not want an unplannedd pregnancy and a forced marriage, which would thwart their career and/or educationall plans. Very few girls and single women involve their mother or father in
theirr decision to abort; parents are the main persons they want to keep their abortion
hiddenn from both out of shame and because parents may prevent them from aborting.
Whenn complications occur after abortion (13% of all recorded experiences resulted
inn complications, and 24% of unsafe abortions did), single girls and women usually are
att a disadvantage compared to married women. All girlss and women know that complicationss after abortion are dangerous. When a girl or single woman develops complications,, her confidants (girlfriends or partners) are usually not around. She does not
havee money to go to a hospital, even if her physical condition would allow her to go by
herself.. She may decide to confess everything to her mother, but many girls were
foundd to continue to hide the cause of their health problems. Parents only heard what
happenedd to their daughter from the doctor in the hospital. This delay in seeking adequatee treatment of complications aggravated the problems. Married women who developp complications can, at least initially, pretend they have had a miscarriage which
willl arouse everybody's empathy and help. Not disclosing a pregnancy until it starts to
show,, even sometimes to husbands, is normal in Yoruba society.
AA central question in this book is why so many women do not prevent an unwantedd pregnancy by using effective contraception. Some researchers have suggested
thatt women might prefer abortion to regular contraception as a method of birth control.. Yoruba societal rules oppose the use of contraception for single as well as married
women.. Only with approval of her husband is a married woman allowed to use it, and
manyy husbands do not like to give permission to their wives or even discuss it with
them.. A striking finding was that contrary to common beliefs that the contraceptive
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usee is low (the 1990 DHS figure on contraceptive use is only 15%), the majority of
womenn in the present study who did not want to become pregnant tried'to prevent it.
Thiss is an obvious sign of their agency in their opposition to dominant rules. However,, for several reasons, including fear of side effects, wish for secrecy and non-accessibilityy of services, many users do not use modern contraceptives. They use many types
off other less effective or totally ineffective contraceptive methods, which I categorised
ass natural, traditional, home methods and modern drugs that are not indicated for
contraception.. The last category, the inappropriate drugs (for example antibiotics,
purgativess and menstrual regulation drugs), was especially popular among urban singlee girls and women: 23% were using these often dangerous but relatively easily accessiblee drugs. Women and men are sceptical of modern contraceptives because these
havee ambiguous connotations. On the one hand, Yoruba believe they are effective, but
onn the other hand they are feared because these methods may be too effective and impairr future fertility. Moreover, public family planning clinics are not accessible to girls
andd single women, and the married women for whom they are intended generally do
nott like these clinics because their services are not confidential, even though most
womenn would want to secretly use contraceptives
Yorubaa are preoccupied with fertility. Infertility is a stigma and highly feared
becausee of its negative social consequences, especially for women. Infertility of a couple
iss a reason for the husband to marry another wife, and for divorce by either husband or
wife.. An infertile woman may become a social outcast. Because of the fear of infertility,
womenn make decisions that may be detrimental to their health, including not using effectivee modern contraception. Paradoxically, these decisions dictated by fear may cause
theirr fear to become reality, when women develop secondary infertility after aborting
ann unwanted pregnancy.
Experiencess with abortion show that for women, abortion is usually a secret strategyy of coping with the stressful situation of having an unwanted pregnancy. It is not a
preferred,, alternative way of birth control, as some researchers suggested. Abortion
servess to hide a pre- or extramarital relationship, to be able to continue schooling or a
career,, to prevent being forced to marry and to guard against the financial problems
thatt an additional child would bring. Abortion is a strategy of individual women to
preventt embarrassment and to publicly adhere to dominant rules and values, when circumstancess have made them (often secretly) violate these rules. Abortion therefore is
usuallyy not a form of female resistance against certain rules, and definitely not of females-as-a-groupp resistance. The patrilineal society divides women as far as sexuality
andd reproduction is concerned and forces them to compete with one another. Thus,
abortionn is 'just' an individual strategy. Because women's agency is severely conditionedd and constrained by the socio-economic and service context, they often do not
reachh the goal of their strategy, i.e. solving their (hidden) problem by having a secret
abortion.. Tragically, they may end up with health complications and social repercussionss instead.
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Recommendations s
Legalisingg abortion would contribute to making more abortions safe, but legalisation
iss a long process and strictly speaking, not a precondition for safe abortion, though it
doess facilitate it. To begin with, interventions could be implemented to make more
abortionss safe in illegal circumstances and to prevent morbidity and mortality resultingg from abortion. Girls and young women, secondary schoolgirls in particular, are
thee high-risk groups and therefore they (and their male counterparts) need priority
attention.. Women should receive improved contraceptive education, counselling
andd services, in which attention is given to women's concerns and preferential criteria
forr contraceptives. Warning campaigns should be organised against dangerous contraceptivee methods and unsafe abortion methods and providers. Married women
couldd be reached though regular maternal and child health clinics, girls and single
womenn (and their male counterparts) through special campaigns and youth-friendly
clinics s
Improvedd access to high quality post-abortion care could prevent abortion complicationss from worsening. More attention should be given to treatment and prevention
off infertility, and such services should be integrated: improved STD treatment and
contraceptivee services could prevent many infertility problems. In contraceptive promotionn this added advantage of preventing infertility and STDs including HIV should
bee highlighted and will facilitate acceptance.
Ethnomedicall and biomedical services could profitably co-operate in educating
communityy members about abortion and the prevention of (unsafe) abortions.
Ethnomedicall service providers are highly used and respected in town and rural areas.
They,, together with other traditional and religious leaders, have the authority to discusss the unequal gender and generational relations with husbands and parents. This is
vital,, as such relations are disadvantageous to girls and women and, as this book has
illustrated,, may result in severe health problems or death. Recommendations made by
participantss in group-sessions for this study show that when parents, husbands, adults
andd teachers realise the extent and nature of the problems related to abortion, they
mightt gradually adjust some of the traditional rules and norms that are injurious to the
healthh of their daughters and wives.
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Verantwoordingg en methodologie
Abortuss provocatus is een controversieel onderwerp. Mede om die reden is er lange
tijdd weinig aandacht aan besteed. In toenemende mate wordt het nu echter erkend als
eenn publiek gezondheidsprobleem, met name in ontwikkelingslanden, waar veel
onveiligee abortussen plaatsvinden met complicaties en sterfte als gevolg. Nigeria,
waarr abortus illegaal is behalve wanneer het leven van de moeder gevaar loopt, is geen
uitzondering.. Het is moeilijk om de problemen te kwantificeren, maar onderzoekers
schattenn dat in Nigeria jaarlijks tussen de 200.000 en 500.000 vrouwen een abortus laten
uitvoerenn en dat elk jaar 10.000 vrouwen sterven aan abortus. Studies suggereren dat
sterftee aan abortus in Nigeria verantwoordelijk zou kunnen zijn voor eenderde van de
maternalee sterfte. De meeste onderzoekers baseren hun schattingen op informatie van
vrouwenn die in het ziekenhuis zijn opgenomen met complicaties van abortus en bestedenn geen of weinig aandacht aan de ervaringen en achtergrond van vrouwen die
aborteren. .
Doell van deze studie was het identificeren van de socioculturele, economische en
dienstverleningg factoren die van invloed zijn op de besluitvorming van vrouwen om
eenn ongewenste zwangerschap af te breken en bepaalde abortus methodes te gebruiken,, en op de actie die vrouwen ondernemen wanneer ze geconfronteerd worden met
complicatiess na abortus. De studie bedoelde ook tot een indicatie te komen van de
prevalentiee van abortus en onveilige abortus onder Yoruba vrouwen. Het uiteindelijke
doell was aanbevelingen te doen hoe het hoge aantal abortussen en met name onveilige
abortussen,, en het ziekte- en sterftecijfer door abortus te verminderen. In het boek zet
ikk vaak de maatschappelijke 'rules', regels over met name seksualiteit en reproductie
tegenoverr de 'reality', dee werkelijkheid van de praktijken, en bespreek de mogelijke invloedd van maatschappelijke regels op de acties en motivaties van vrouwen. De besluitvormingg en praktijken van vrouwen worden beschreven met behulp van de concepten
'coping'' en 'agency', en ik bespreek of we abortus wel dan niet kunnen beschouwen als
eenn strategie en vrouwelijk verzet tegen bepaalde dominante normen en waarden in de
patrilineall Yoruba samenleving.
Dee grote uitdaging was een studiemethodologie te ontwerpen welke betrouwbare
informatiee zou opleveren over onderwerpen die zo controversieel en volgens sommige
onderzoekerss moeilijk of haast onmogelijk te bestuderen zijn, zeker in een survey
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setting.. Een uitgangspunt van de studie was ook dat de resultaten zouden moeten bijdragenn aan het bespreekbaar maken van het abortus probleem.
Hett veldwerk had plaats in stedelijke (Lagos stad) en plattelands (Epe 'Local
Governmentt Area') gebieden van Lagos Staat in zuidwest Nigeria waar voornamelijk
Yorubaa wonen, en duurde van eind 1996 tot juli 1999. Het onderzoek is verdeeld in
driee distinctieve fasen: exploratief onderzoek, surveys en participatief onderzoek. De
studiee combineerde kwalitatieve en kwantitatieve onderzoekstechnieken en de
data-verzamelingsinstrumentenn werden geleidelijk aan ontwikkeld. Kwalitatieve
onderzoeksmethodess waren in de exploratieve fase voornamelijk diepte interviews
mett vrouwen en met bio- en etnomedische dienstverleners alsmede observaties.
Mett bevindingen van de exploratieve fase konden vragenlijsten voor surveys wordenn opgesteld. De questionnaires van de verschillende surveys hadden veel open
vragenn waarvan de antwoorden later gecategoriseerd werden en kwantitatief verwerkt.. Interviews werden gehouden met 652 vrouwen in stadswijken en dorpen, 356
vrouwenn in 'ante-natal care'-klinieken en 69 in klinieken voor behandeling van
onvruchtbaarheid.. Onder deze respondenten waren 303 vrouwen die een abortus
haddenn gehad. In aanvulling op deze vrouwen, interviewden we vrouwen waarvan
hett bekendvrzs dat ze een abortus hadden ondergaan (van hun patiënten-dossiers of
doorr 'networking'). Uiteindelijk interviewden we 652 vrouwen met een abortus ervaringg die in totaal 1073 abortussen hadden ondergaan. Verder vonden diepte-interviewss plaats, vaak in meerdere sessies, met 41 vrouwen die met complicaties van een
recentee abortus in het ziekenhuis terecht waren gekomen; hun ervaringen vormen de
'casee histories' in dit boek. De bevindingen van de exploratieve en survey fase bepaalden
dee onderwerpen voor activiteiten in de participatieve fase waarin ik het verzamelen en
toetsenn van onderzoeksgegevens combineerde met het ontwikkelen en geven van
voorlichtingg aan de deelnemers (vrouwen, mannen, jongens en meisjes uit de dorpen
waarr de surveys plaatsgevonden hadden, middelbare-schooljeugd, en etno- en biomedischee hulpverleners). Er waren groepsopdrachten, discussies, verhalen en rollenspelen.. Deelnemers gaven ook aanbevelingen voor het aanpakken van de problemen
rondd abortus.
Hett bijzondere van deze antropologische studie was dat ik uitging van de ervaringenn en intenties van vrouwen om hun fertiliteit te reguleren, en niet van biomedischee feiten. Als vrouwen bijvoorbeeld zeiden dat ze iets hadden genomen om een
ongewenstee zwangerschap te aborteren en dat was volgens hen gelukt, ook al hadden
zee zonder het te weten een spontane abortus, of wanneer ze niet zwanger waren maar
eenn verlate menstruatie hadden, rekende ik hun actie toch als abortus. Om al deze
intentiess te onderkennen, gebruikte ik in de studie brede definities voor abortus, anticonceptiee en onvruchtbaarheid en in de surveys filtervragen en omschrijvingen van
concepten.. Zo gebruikten we bij voorbeeld nooit de woorden 'family planning', 'anticonceptie'' of'child spacing', maar vroegen vrouwen die niet zwanger wilden worden
off ze iets gebruikten of deden om zwangerschap te voorkomen.

396 6

SECRETT STRATEGIES

Bevindingen n
Hoewell de Yoruba samenleving om morele redenen abortus scherp veroordeelt, en
menn de gezondheidsrisico's algemeen onderkent, komt abortus veel voor. In de stad is
dee prevalentie hoger dan op het platteland: 47% van de geïnterviewde stadsvrouwen
hadd ooit tenminste één abortus, tegen 17% van de plattelandsvrouwen; 7% van de
geïnterviewdee vrouwen had een abortus ondergaan in het jaar voorafgaand aan het
interview.. Deze cijfers zijn hoger dan die uit de literatuur. Abortus vond grotendeels
plaatss onder relatief jonge ongetrouwde vrouwen; veel waren nog op de middelbare
school.. Van alle 1073 opgetekende abortus ervaringen betroffen 77% ongetrouwde
meisjess en vrouwen, 20% waren schoolgaand. Schoolmeisjes vormen een risicogroep
omdatt ze meer en vaker op een onveilige manier aborteren. Ze bleken ook oververtegenwoordigdd in geschiedenissen over vrouwen die gestorven waren aan abortus: bijna
dee helft (47%) van deze 106 verhalen betrof middelbare schoolmeisjes. Het toch al
hogee sterfte cijfer uit de literatuur als gevolg van abortus zal een onderschatting zijn,
omdatt uit de verhalen over vrouwen die stierven als gevolg van abortus blijkt dat een
kwartt van hen thuis stierf en nog eens 6% op weg naar het ziekenhuis - deze doden
zullenn nooit in de abortusstatistieken komen, want hun familie zal een andere doodsoorzaakk opgeven. Abortus in de familie is een schande.
Traditionelee regels, normen en waarden van Yoruba zijn ook nu nog grotendeels
vann kracht, ondanks de invloed van Islam en Christendom, globalisering, en modernisering.. De meeste Yoruba zijn zeer religieus en geloven in vele bovennatuurlijke machtenn en krachten, zoals die van traditionele goden en gestorven voorouders, de werking
vann taboes en heksen en tovenaars óiejuju (tovenarij) gebruiken. Deze krachten helpen
normenn en waarden in stand te houden, want afwijkend gedrag roept om de straf van
dee bovennatuurlijke krachten bijvoorbeeld middels ongeluk, ziekte en onvruchtbaarheid.. Schaamte is een gevoel dat alle Yoruba zullen trachten te voorkomen. Asiri is het
Yorubaa woord voor 'schaamte veroorzaakt doordat geheimen bekend worden'. Als
mensenn iets doen waarvan ze weten dat het maatschappelijke regels doorbreekt, zullen
zee dit dus proberen geheim te houden. Het verbod op seksuele verhoudingen vóór het
huwelijkk (met name voor meisjes) en op buitenechtelijke verhoudingen van de vrouw
zijnn belangrijke regels in de polygame patrilineaire Yoruba samenleving die van invloedd zijn op abortus en anticonceptie. Bij het huwelijk geeft de famiüe van de man
eenn bruidprijs aan de familie van de vrouw en 'koopt' daarmee de seksuele en reproductievee rechten op de vrouw. De echtgenoot beslist idealiter over alle zaken aangaandee de fertiliteit van zijn vrouw, zo ook over anticonceptie. Veel mannen willen niet dat
hunn vrouw anticonceptie gebruikt, uit angst hun controle te verliezen - het zou voor
hunn vrouw makkelijk zijn ongemerkt buitenechtelijke verhoudingen te hebben en zelf
tee beslissen wanneer ze zwanger wil worden. Doel van het huwelijk is kinderen te krijgenn die behoren tot de patrilineage van de vader. In de Yoruba samenleving worden
echtgenotess geacht veel bij te dragen aan het gezinsinkomen. In feite komt de praktischee en financiële zorg voor kinderen grotendeels op de moeders neer. Daarom zijn
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bijnaa alle Yoruba vrouwen economisch actief, ze werken meestal als onafhankelijke
(kleine)) handelaars in goederen, etenswaar of gebruiksvoorwerpen.
Yorubaa hechten grote waarde aan kinderen, voornamelijk als bron van financiële
enn sociale zekerheid in de toekomst. Onvruchtbaarheid in een huwelijk, meestal toegeschrevenn aan de vrouw, is daarom een groot probleem. Het kan voor de echtgenoot
aanleidingg zijn een andere vrouw te nemen, of een buitenechtelijk kind te verwekken
enn hij ziet zich daarin gesteund door zijn familie. De vrouw blijft altijd de buitenstaanderr in haar man's familie. Ontbinding van een huwelijk vanwege onvruchtbaarheidd is algemeen aanvaard en komt regelmatig voor - beide echtgenoten kunnen een
scheidingg initiëren. Verhoudingen tussen oudere kinderen (vanaf ongeveer tien jaar)
enn hun ouders zijn vaak afstandelijk. De belangrijkste deugden voor (alle) kinderen
zijnn gehoorzaamheid en het tonen van respect aan wie ze dat verschuldigd zijn: ouders,, familieleden, leraren, ouderen, en leiders. Traditioneel is er weinig communicatiee tussen ouders en hun kinderen over seksualiteit, en kinderen hebben meestal geen
volwassenn vertrouwenspersoon in deze zaken. De 'peer'groep is daarom voor de jeugd
dee belangrijkste bron van informatie en referentie.
Tweee andere maatschappelijke omstandigheden zijn belangrijk in het kader van
abortus:: de hoge waarde die Yoruba hechten aan onderwijs en de slechte economische
situatiee waarin veel families zich bevinden. Onderwijs wordt gezien als de weg naar
toekomstigg succes. De druk op vooral schoolmeisjes om te presteren is groot, vanuit
zichzelf,, en vanuit hun ouders. Mede omdat meisjes streven hun opleiding na hun
middelbaree school voort te zetten, trouwen vooral meisjes in de stad laat, met 20 jaar of
ouder.. Voor veel ouders is onderwijs van hun kinderen een grote financiële belasting.
Dee nationale economie is in een deplorabele staat en de economie gaat sinds het eind
vann de jaren tachtig van de vorige eeuw neerwaarts, na de opleving door de vondst van
oliee in de jaren zeventig. De kwaliteit en kwantiteit van alle publieke diensten inclusief
onderwijss en gezondheidszorg staan mede daardoor onder grote druk.
Inn de analyse van de onderzoeksgegevens maak ik onderscheid tussen getrouwde
enn ongetrouwde vrouwen (en meisjes), omdat hun sociaal-economische posities zo
verschillendd zijn en daarmee ook hun redenen waarom een zwangerschap ongewenst
is,, waarom ze die willen afbreken en op wat voor een manier ze dat doen. Onder de
ongetrouwdee meisjes en vrouwen maak ik verder vaak onderscheid tussen degenen
diee nog op school zitten of een opleiding volgen en degenen die niet schoolgaan. De
motievenn voor abortus van meisjes die nog naar school gingen (middelbare school, in
dee leer voor een beroep, of universiteit) waren merendeels dat ze hun opleiding niet
wildenn stoppen en dat ze bang waren voor hun ouders. Zwangere meisjes worden van
schooll gestuurd omdat ze een slecht voorbeeld zijn voor hun medestudenten. Hun
ouderss zouden hen waarschijnlijk dwingen te trouwen als ze van de zwangerschap afwisten,, en ze zouden voor de rest van hun leven de schaamte moeten dragen van en
eenn afgebroken schoolopleiding en/of het hebben van een voorechtelijk kind. Voor
meisjess die niet in opleiding waren maakten de slechte economische omstandigheden
vann hen en hun partners vaak dat hun zwangerschap ongewenst was. Anderen zagen
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hunn plannen voor een (hogere) opleiding gedwarsboomd, of wilden niet trouwen met
dee man die hen zwanger had gemaakt.
Voorr getrouwde vrouwen was een zwangerschap ongewenst (terwijl Yoruba waardenn zeggen dat alle kinderen binnen een huwelijk welkom moeten zijn), omdat ze te
snell na een vorige bevalling zwanger waren, naar eigen mening genoeg kinderen hadden,, of de zwangerschap hun plannen dwarsboomde voor een opleiding, carrière, of
zakelijkee mogelijkheden. Sommige vrouwen waren zwanger van een buitenechtelijk
verhoudingg die ze wilden verheimelijken. De reden om te aborteren was in vele gevallenn ook ingegeven door financiële problemen, soms in overleg met de echtgenoot,
somss niet. Een extra kind brengt meer zorgen voor de moeder dan voor de vader met
zichh mee en daarom was een zwangerschap vaker ongewenst voor de vrouw dan voor
haarr echtgenoot.
Omdatt abortus illegaal is, voeren publieke ziekenhuizen abortus alleen uit om gezondheidsredenen.. Een vrouw kan naar particuliere klinieken voor curettage (D&C) of
vacuümm aspiratie (VA), naar een apotheek of drogist voor medicijnen, injecties of ook
D&C,, naar iemand die abortus thuis uitvoert, vaak met injecties, maar ook soms met
D&C.. Zij kan ook gebruik maken van etnomedische genezers zoals traditionele vroedvrouwenn of kruidendokters die aborterende kruidendranken geven of iets inbrengen
inn de vagina of baarmoeder. In goede particuliere klinieken kost een abortus tenminste
1.5000 naira (destijds 16 US dollar; ongeveer eenvijfde van een modaal maandsalaris van
eenn overheidsbeambte). De kwaliteit van particuliere klinieken loopt sterk uiteen, van
geavanceerdee ziekenhuizen met gespecialiseerd personeel, tot klinieken met een enkele
kamerr bemenst door een verpleegster of vroedvrouw met officieel een meestal afwezige
dokterr aan het hoofd. Deelnemers in de participatieve sessies aan het eind van de studiee wezen erop dat in Nigeria veel dienstverleners misbruik maken van de grote vraag
naarr abortus en ongestraft onveilige diensten aanbieden. Zij worden als het ware beschermdd door de illegaliteit, want zowel de vrouw als de aborteur zullen uit angst voor
straff de actie geheim houden. Als de vrouw een (wanpresterende) aborteur aanklaagt,
geeftt ze daarmee ook zichzelf aan. De meeste vrouwen die we interviewden lieten hun
abortuss in een particuliere kliniek uitvoeren, 80% van de getrouwde en 75% van de
ongetrouwdee vrouwen, soms na eerst zelfabortus te hebben geprobeerd, meest door
hett innemen van medicijnen. Vooral schoolmeisjes, 33% van hen, aborteerden zelf, of
haddenn het geprobeerd voor ze naar het ziekenhuis (of een andere aborteur) gingen.
Dee criteria voor veilige abortus in deze studie waren: 'abortus van een eerste trimesterr zwangerschap in een particuliere kliniek met D&C of VA zondereerst een poging tot
zelfabortus'' (de studie kon de kwaliteit van de particuliere kliniek niet nagaan). Alle
anderee abortussen werden als onveilig bestempeld. Volgens deze criteria bleken 37%
vann de 1073 abortussen die de 652 geïnterviewde vrouwen hadden ondergaan onveilig.
Jongee meisjes en met name schoolmeisjes vormen de grootste risico groep: 51% van
middelbaree schoolmeisjes die aborteerden hadden een onveilige abortus. We kunnen
uitt de onderzoeksgegevens niet concluderen wat door de bank genomen het aandeel
onveiligee abortussen is omdat er een belangrijke groep mist, namelijk de vrouwen die
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aann abortus zijn gestorven. Uit 106 opgetekende verhalen over vrouwen die stierven na
abortus,, bleek dat 95% een onveilig abortus hadden ondergaan.
Dee meeste meisjes en vrouwen (en mannen) weten welke abortusmethoden en
aborteurss veilig zijn en welke niet. Het veiligst is een abortus in een goed particulier
ziekenhuiss in een vroeg stadium van de zwangerschap. Echter, verschillende factoren
werkenn de voor een onveilige abortus in de hand. De belangrijkste zijn wens tot geheimhoudingg en lage prijs. Zelfabortus is goedkoop en geheim, maar ook apothekers,
aborteurss in een achterkamertje, traditionele genezers en substandaard particuliere
kliniekenn zijn goedkoper dan goede particuliere ziekenhuizen en doen de abortus met
meerr geheimhouding. Succesverhalen rouleren over onveilige aborterende medicijnenn of een bepaalde aborteur die desondanks goed werken. Veel vrouwen nemen het
risicoo en hopen dat de methode voor hen ook zonder complicaties zal werken. Onveiligee abortus in Nigeria is een extra groot probleem voor arme, ongetrouwde meisjes
enn jonge vrouwen. Gegoede, oudere en getrouwde vrouwen vinden vaker hun weg
naarr een veilige abortus. Omdat schoolmeisjes meestal nog meer gemotiveerd zijn om
geheimm en zo goedkoop mogelijk te aborteren, belanden zij ook het vaakst in het onveiligee circuit.
Vrouwenn besluiten meestal zelf dat ze een ongewenste zwangerschap willen aborteren.. Slechts enkele vrouwen (gehuwden zowel als ongehuwden) werden hierbij
beïnvloedd door hun partner. Vooral meisjes en ongetrouwde vrouwen betrekken hun
vriendinnenn bij het besluit welke abortusmethode te gebruiken en vragen haar hen te
vergezellenn naar de aborteur. De vader van het kind was hier minder bij betrokken,
maarr betaalde wel vaak de abortus, hoewel ongeveer de helft van de ongetrouwde en
getrouwdee vrouwen zelf betaalden. Partners van ongetrouwde vrouwen zijn meestal
evenn gemotiveerd als hun vriendinnen om een ongewenste zwangerschap af te breken
wantt ze willen de verantwoording voor een kind niet dragen en niet het risico lopen op
eenn gedwongen huwelijk. Waarschijnlijk waren veel mannen niet op de hoogte van de
zwangerschapp en abortus van hun vrouw of vriendin. Moeders en/of vaders zijn haast
nooitt betrokken bij de abortus van hun dochter, omdat de meisjes juist voor hén de
abortuss geheim willen houden uit schaamte en angst dat hun ouders hen zouden
dwingenn met de vader van de baby te trouwen.
Vann alle abortussen die de vrouwen in de studie rapporteerden, resulteerde 13% in
complicaties.. Onveilige abortus brengt hoger risico op complicaties met zich mee:
24%% van de onveilige abortussen hadden complicaties en (slechts) 7% van de veilige.
Wanneerr een vrouw complicaties heeft na een abortus weet ze meestal dat ze in grote
problemenn is. Vooral voor ongetrouwde meisjes en vrouwen zijn complicaties stressvol,, want door de complicaties komt niet alleen uit dat ze geaborteerd hebben, maar
ookk dat ze een verboden seksuele relatie hadden. Wanneer een meisje of ongetrouwde
vrouww complicaties heeft zijn haar vriendinnen of partner, haar vertrouwenspersonen,
meestall niet in de buurt en moet ze zelf beslissen wat te doen. Getrouwde vrouwen met
complicatiess na een abortus kunnen altijd een spontane miskraam voorwenden, tenminstee in het begin. Yoruba vrouwen zijn gewoon ook hun gewenste zwangerschap-
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penn te verbergen totdat die zichtbaar zijn. Daarom vonden we dat getrouwde vrouwen
mett abortus complicaties meestal meteen naar een ziekenhuis gingen, terwijl ongetrouwdee meisjes en vrouwen aanvankelijk vaker hun complicaties verborgen, met alle
nadeligee gevolgen van dien. Sommige meisjes biechtten alles op aan hun moeder toen
zee in de problemen kwamen, in andere gevallen hoorden ouders pas van de dokter in
hett ziekenhuis wat de oorzaak van hun dochters problemen was.
Eenn belangrijke vraag is waarom niet meer vrouwen anticonceptie gebruiken om
ongewenstee zwangerschap en zo ook de 'noodzaak' van een abortus te voorkómen (officiëlee cijfers van anticonceptiegebruik zijn laag, ongeveer 15%). Uit deze studie bleek dat
bijnaa 80% van meisjes en vrouwen met een ongewenste zwangerschap deze aborteerden,, of probeerden te aborteren. Sommige onderzoekers suggereren dat vrouwen abortuss prefereren als methode van geboorteregeling boven anticonceptie. Deze studie
weerlegtt die visie op twee wijzen. Ten eerste toonden de ervaringen van vrouwen aan
datdat abortus meestal een methode van 'coping' was om het dringende probleem van
ongewenstee zwangerschap op te lossen, en niet een van te voren overwogen methode
vann geboortebeperking. Abortus is een ervaring die de meeste vrouwen niet wensen en
zekerr niet wensen te herhalen. Ten tweede bleken als we een brede definitie van anticonceptiee hanteren veel meer vrouwen dan de officiële cijfers weergeven middelen te
gebruikenn om ongewenste zwangerschap te voorkomen. De meeste gebruikers van
anticonceptivaa gebruikten echter geen moderne middelen. Ontoegankelijkheid van
anticonceptiee in publieke klinieken (terwijl de middelen wel aanwezig zijn), voornamelijkk voor meisjes, de vrees voor bijverschijnselen, met name onvruchtbaarheid, en de
noodzaakk van geheimhouding waren de belangrijkste redenen.
Vrouwenn (en ook mannen) staan ambivalent tegenover moderne anticonceptie
middelen;; enerzijds praten ze over ineffectiviteit van die middelen, en anderzijds over
tee veel effectiviteit, omdat de middelen de vruchtbaarheid langdurig zouden aantasten.
Iederr middel dat vruchtbaarheid aantast is verdacht in de Yoruba samenleving, waar onvruchtbaree vrouwen gestigmatiseerd worden en waar geen ofte weinig kinderen (volgenss de man en zijn familie) een reden kan zijn voor de man om een andere vrouw te
nemenn ofte scheiden. Omdat de gebruikers van moderne middelen deze niet in 'familyy planning' klinieken halen, waar ze goede counseling en voorlichting zouden krijgen,
bloeienn de roddels en verhalen over bijverschijnselen en ineffectiviteit van deze middelen,, gevoed door de vruchtbare grond van morele bezwaren. Vooral meisjes zijn kwetsbaar.. Zij hebben geen toegang tot publieke family planning diensten en krijgen geen
voorlichting.. Hun vaak onbetrouwbare en incomplete informatie komt vooral van
vriendinnen.. Verder hebben seksueel actieve meisjes vaak ongepland en onregelmatig
seks.. Ze voelen routinematig anticonceptiegebruik (wat ze in de apotheek zouden
kunnenn kopen) als immoreel. Vooral jonge meisjes gebruiken daarom veel postcoïtale
middelen,, met name menstruele-regulatiemedicijnen en antibiotica, meest ineffectief,
maarr ook riskant voor de gezondheid.
Dezee studie illustreerde de belangrijke rol van onvruchtbaarheid en de angst voor
onvruchtbaarheidd in abortus. Deze angst maakt dat vrouwen geen effectieve anticon-
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ceptiee gebruiken, hetgeen vaak resulteert in ongewenste zwangerschap, die ze dan
aborteren.. Ook doet de angst voor onvruchtbaarheid de norm van seksuele onthoudingg voor het huwelijk vervagen in de armere lagen van de bevolking (welke steeds groterr worden, gezien de slechte economie). De familie van de man wil een bewijs van
vruchtbaarheidd van zijn toekomstige bruid, door van te voren te tonen dat ze haar
bruidsprijss waard is. Mannen kunnen misbruik maken van deze eis, en vrouwen kunnenn het gebruiken als een manier om een man aan zich te binden. Helaas leidde deze
onduidelijkee alternatieve norm verschillende keren tot een ongewenste zwangerschap
enn abortus omdat de man het liet afweten. Verschillende verhalen in dit boek illustrerenn dat met onveilige abortus een vrouw een grote kans loopt onvruchtbaar te worden.
Dee ervaringen van vrouwen tonen dat abortus vooral gezien moet worden als een
geheimee strategie van 'coping' met de stressvolle situatie van het hebben van een ongewenstee zwangerschap. Een abortus dient om voorechtelijke of buitenechtelijke relatiess geheim te houden, een schoolopleiding of carrière te kunnen voortzetten, een gedwongenn huwelijk te voorkomen, enfinanciëleproblemen die een extra kind met zich
meee zou brengen uit de weg te gaan. Abortus is een geheime strategie van individuele
vrouwenn om schaamte te voorkómen en voor de buitenwereld te kunnen blijven voldoenn aan dominante waarden en normen wanneer ze deze door omstandigheden
(meestt in het geheim) hebben overtreden. Abortus is geen vorm van vrouwelijk verzet
tegenn die waarden en normen en zeker niet van groepsverzet - door de patrilineal
samenlevingg zijn vrouwen verdeeld en in competitie met elkaar, in ieder geval wat
betreftt seksualiteit en reproductie. Abortus van vrouwen is 'slechts' een uitdrukking
vann hun (individuele) 'agency'. Het bittere is dat deze agency geconditioneerd en beperktt is door de lage sociaal-economische positie van de meeste vrouwen en de gebrekkigee omstandigheden van de beschikbare diensten. Die beperkingen maken dat
veell meisjes en vrouwen het doel van hun agency, veilig en geheim een ongewenste
zwangerschapp beëindigen, niet bereiken en in plaats daarvan te maken krijgen met
complicatiess en/of sociale repercussies.

Aanbevelingen n
Abortuss legaliseren zou bijdragen aan ruimere beschikbaarheid van veilige abortusmethoden,, maar legalisatie is een lang proces, niet afdoende om de huidige acute abortuss problematiek op te lossen, en is daartoe ook geen absolute voorwaarde. Zelfs onder
illegalee omstandigheden kunnen de abortus problemen worden aangepakt. Iedereen,
maarr speciaal de jeugd moet beter geïnformeerd worden over effectieve anticonceptie,
dee gevaren van onveilige abortusmethodes, en wat te doen als complicaties zich voordoen.. Intensievere, klantgerichte en toegankelijke publieke 'family planning' diensten,, ook voor ongetrouwde en jonge vrouwen en meisjes en hun partners, moeten
vrouwenn en hun partners motiveren moderne (en meer effectieve) anticonceptie te
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gebruikenn en zo de 'noodzaak' tot abortus weg te nemen. Verder kunnen door verbeterdee kwaliteit en toegankelijkheid van abortus nazorg verdergaande complicaties
wordenn voorkómen. Omdat vruchtbaarheid zo'n centrale plaats inneemt in de Yoruba
cultuur,, zouden ook biomedische diensten hier meer op in kunnen spelen (etnomedischee zorgverleners doen dit al). Behalve onvruchtbaarheidsbehandelingen moet vooral
ookk aandacht besteed worden aan het voorkómen van onvruchtbaarheid door preventiee van seksueel overdraagbare aandoeningen en onveilige abortus. In de promotie
campagness voor moderne anticonceptie kan het bijkomende voordeel van preventie
vann HIV, andere seksueel overdraagbare aandoeningen en onvruchtbaarheid worden
benadrukt. .
Samenwerkingg tussen etnomedische en biomedische diensten in de voorlichting
overr en preventie van (onveilige) abortus en het verwijzen naar adequate behandeling
vann complicaties is een belangrijke strategie om de doelgroep te bereiken. Etnomedischee genezers worden veel geconsulteerd, genieten algemeen aanzien en vertrouwen en
zijnn zeer ervaren in het voorlichten van jongeren en volwassenen. Zij kunnen ook,
samenn met andere Yoruba traditionele en religieuze leiders proberen om ouders te
doordringenn van het belang van meer communicatie met en voorlichting aan hun
kinderen,, en echtgenoten overtuigen van het belang van wederzijds vertrouwen en
samenwerken. .
Meisjess en vrouwen verbergen hun ongewenste zwangerschap en abortus niet in de
eerstee plaats voor de wet, maar voor hun ouders, schoolautoriteiten, hun vriendje, hun
echtgenoten,, en hun schoonfamilie. Traditionele waarden en normen over gender en
generatiee verhoudingen ten aanzien van seksualiteit en reproductie zullen daarom ten
delee moeten veranderen in het licht van toenemende zichtbare problemen van abortus
diee mede veroorzaakt worden door die heersende waarden en normen. In participatievee sessies bleek dat vele deelnemers zich niet hadden gerealiseerd dat de problemen zo
groott waren en dat ongewenste zwangerschap en abortus ook hun kinderen, vrienden,
vrouwenn of henzelf zou kunnen overkomen. De aanbevelingen die zij gaven voor aanpakk van de problemen rond abortus toonden dat zij uiteindelijk de gezondheid van
hunn vrouwen en dochters zwaarder lieten wegen dan het vasthouden aan traditionele
regelss welke die gezondheid in gevaar konden brengen.

Inducedd abortion is a controversial topic. It has stirred
heatedd moral and ethical debates, but the health problems
relatedd to it have long been ignored Gradually, policy
makerss and health professionals have acknowledged
abortionn in developing countries as a problem worthy of
urgent attention. However, empirical, community-based
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researchh necessary for the formulation of interventions is
limited,, partly because the sensitive nature of the topic
makess it difficult to study.
.. This book is the result of Winny Koster's three-year
appliedd anthropological study in Yoruba society, Nigeria,
whichh exposes die magnitude and the nature of the
problemss related to abortion. About 700 women recount
theirr motivations, doubts and practices in the different
phasess of their personal experiences, from deciding to
abortt to coping with complications. In addition to situating
abortionn in h i societal context, this study considers
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abortion In relation to other fertility regulation practices, .
Including contraception and infertility treatment
Throughoutt the book, die societalrates,and diose related
too sexuality and reproduction in particular, are juxtaposed
widii die reality of women's experiences.The author
describess women's decisions and actions Mi terms of
'agency'andd 'coping'. She theorises whether or not
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abortionn can be considered as a female strategy and/or
resistancee against certain dominant rules of patrilineal
ii

Yoruba society. '

